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ABSTRACT 
 
A quasi experimental study to assess the effectiveness of structured teaching 
program on the level of knowledge regarding dementia among elderly in a selected 
village at tripur. Tamilnadu was under taken by 301231852 as a partial fulfillment of 
the requirement for the degree of Master of Science in nursing at Shivparvathi 
Mandradiar Institute of Health Science, under the Tamilnadu Dr.MGR Medical 
University during the year 2012-2014. 
 
The objectives of the study were;  
1. To assess the pre test and post test level of knowledge regarding dementia 
among elderly in experimental group and control group. 
2. To evaluate the effectiveness of structured teaching program on the level 
of knowledge regarding dementia among elderly in experimental group. 
3. To find the association between the post test level of knowledge on 
dementia and the selected demographic variable among elderly in 
experimental group with their selected demographic variables.  
       
The research hypotheses formulated were;  
              
1. There is a significant difference between the pre test and post test level of 
knowledge regarding dementia after STP among elderly in experimental 
group. 
2. There is a significant difference in post test level of knowledge regarding 
dementia among elderly between experimental group and control group. 
3. There is a significant association between the post test levels of knowledge 
on dementia and the selected demographic variables among elderly in 
experimental group. 
             The investigator organized the review of literature under three sections as 
follows; Studies related to incidence and prevalence of dementia, Studies related to 
knowledge and awareness of dementia, and Studies related to effectiveness of 
structured teaching programme.  
  
The conceptual framework for this study was based on Nursing Process model 
developed by ANA (1991).The research design used was a quasi experimental design. 
Study was conducted among 60 elderly, 30 elderly in experimental group and 30 in 
control group who were selected by purposive sampling technique in palayakottai at 
tirupur (Dt).  
 
The data collection tools were validated by 2 psychiatrists, 3 nursing experts 
and 1 visual engineer. The tool developed and used for data collection was a 
structured knowledge questionnaire method. Reliability was established by test retest 
method r=0. Pilot study was conducted among 10 elderly in archuna nagar at 
nathakadaiyur. 
 
Main study was conducted in palayakottai at tirupur (dt). After the pretest 
structured teaching programme was conducted for elderly in experimental group and 
then post test was conducted. Data obtained were edited, organized, analyzed by using 
SPSS (Version 13) and interpreted by descriptive and inferential statistics. The 
findings revealed the effectiveness of structured teaching programme. 
 
The findings of the study showed that there was a significant (p<0.05) 
improvement on level of knowledge regarding dementia after the structured teaching 
programme among experimental group. There was no significant association between 
level of knowledge and selected demographic variables in experimental group. The 
conclusion of the study was that structured teaching programme was an effective 
method for improvement of knowledge on dementia among elderly. 
 
The limitations, implications and recommendations were adequately spelt. 
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CHAPTER I 
INTRODUCTION 
 
BACKROUND OF THE STUDY 
 
“You have to lose your memory if only in bits and pieces  
to realize  that memory is what makes our lives.  
Life with memory is our reason, our feeling,  
and our action, without it we are nothing.” 
 
Demographic aging is a global phenomenon with differential impact on world 
regions. It began early in developed countries and progressed over longer period of 
time and they had more time to develop services. Regions like Asia, Latin America 
and Africa are now witnessing rapid demographic aging and the developing countries 
in this region will have comparatively little time to develop geriatric services. It is this 
unprecedented pace of demographic aging which makes it such a huge public health 
challenge for the region. Though the biological phenomenon of aging is universal, the 
daily life of an older person varies considerably according to social, economic, and 
cultural contexts. Aging and health has many socio-cultural determinants. Social 
status and available social support for older people vary in different cultures. In many 
developing countries, older persons are accorded with great respect, both within the 
families and in society.  
 
Dementia in the elderly is called senile dementia or senility, and viewed as a 
normal and somewhat inevitable aspect of growing old, rather than as being caused by 
any specific diseases. It becomes more common with age. While only 3% of people 
between the ages of 65–74 have dementia, 47% of people over the age of 85 have 
some form of dementia. As more people are living longer, dementia is becoming more 
common.     
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Dementia is a broad category of brain diseases that cause long term loss of the 
ability to think and reason clearly that is severe enough to affect a person's daily 
functioning. It develops when the parts of the brain that are involved with learning, 
memory, decision-making, and language are affected by one or more of a variety of 
infections or diseases. The most common form of dementia is Alzheimer's disease 
(75%). Other forms include Lewy body dementia, vascular dementia, fronto-temporal 
dementia, progressive supra-nuclear palsy, cortico-basal degeneration, normal 
pressure hydrocephalus and Creutzfeldt–Jakob disease. 
 
Dementia is the most feared and divesting disorder of late life. Current 
estimates reveals that there are about 18 million cases of dementia in the world and by 
2025, there will be about 34 million suffering from dementia. The overall prevalence 
of dementia ranges from 5 percent to 7 percent. Alzheimer’s disease is the most 
common demanding disorder accounting for 80 percent of all cases of dementia 
 
Dementia is not merely a problem of memory. It reduces the ability to learn 
reason, retain or recall past experience and there is also loss of patterns of thoughts, 
feelings and activities. Additional mental and behavioral problems often affect people 
who have dementia, and may influence quality of life and the need for 
institutionalization. As dementia worsens individuals may neglect themselves and 
may become disinherited, the individual may become incontinent as their condition 
worsens.  Depression affects (20–30%) of people who have dementia, and about 
(20%) have anxiety. Psychosis and agitation/aggression also often accompany 
dementia. 
 
As the disease stage progresses to the middle stage, patients might still be able 
to perform tasks independently, but may need assistance with more complicated 
activities. In the late stage patient will not be able to perform even the simple tasks 
independently and will require constant supervision. They may eventually to lose the 
ability to swallow food and fluid and this can ultimately lead to death.  
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There is currently no cure for the disease. Currently available medications 
offer relatively small symptomatic benefit for some patient but do not show disease 
progression. It helps a little for the memory. The sun will continue to show its rays on 
the world. The waves of the vast ocean will continue their rush to reach the shore and 
the wind will continue to blow the leaves of the tree. 
 
But let us all accept the patient with Dementia and give them a better 
tomorrow.  
 
NEEDS OF THE STUDY 
 
Dementia is characterized by loss of or decline in memory and other cognitive 
abilities and reduces the lifespan of affected people. In 2005, it was estimated that 
24.3 million worldwide and 1.8 million people in India are affected with dementia. In 
India the number of people with Alzheimer’s disease and other dementias is 
increasing every year because of the steady growth in the older population and stable 
increment in life expectancy and it is expected to increase two-fold by 2030 and three-
fold by 2050. Dementia is often associated with physical, mental and financial burden 
and evidence suggests that elderly people with dementia in developing countries do 
not often utilize health care services, and when they do, the health care system is often 
ill prepared to provide quality services for dementia. Around 10-37% of the elderly 
population with dementia in developing countries is classified as having potentially 
vulnerable living circumstances with requiring long-term and specialized care. 
Despite mortality due to communicable diseases, poverty and human conflicts, 
dementia incidence is destined to increase in the developing world in tandem with the 
ageing population. 
            
According to the Alzheimer’s disease International (ADI) Delphi 
consensus study, by 2040 71% of people with dementia will be living in developing 
countries. It is estimated that there are about 1.5 million people with dementia in India 
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(compared with 2.9 million in the USA).This number is likely to increase by 300% in 
the next four decades. This estimate is based on the premise that the Indian incidence 
rates are relatively low and will remain stable over time. The relatively high 
prevalence of smoking and the high and rising prevalence of type 2 diabetes are 
matters of concern in India. These coupled with anticipated life style changes could 
affect the incidence rates and lead to a higher than expected prevalence in the near 
future. The levels of caregiver strain, including that contributed by behavioral 
disturbances and stress are as high as in developed countries despite extended family 
networks and home care. Dependency, moreover, is strongly linked to poverty, and 
imposes additional economic strain on families. People with dementia are cared for at 
home, by their families. Most families cannot afford institutional care, which in any 
case is, unavailable in most parts of the developing world. 
             
It is estimated that over 3.7 million people are affected by dementia in our 
country. This is expected to double by 2030. It is estimated that the cost of taking care 
of a person with dementia is about 43,000 annually; much of which is met by the 
families. The financial burden will only increase in the coming years. The challenge 
posed by dementia as a health and social issue is of a scale we can no longer ignore. 
Despite the magnitude, there is gross ignorance, neglect and scarce services for people 
with dementia and their families. We know that dementia is not part of aging and is 
caused by a variety of diseases. We now have a range of options to treat the 
symptoms of dementia and offer practical help to those affected. 
 
The ‘Dementia India Report’ is an ambitious visionary document calling for 
government and policy makers to recognize dementia as a health and social welfare 
priority by developing a National Dementia Strategy. The report has been put together 
after a series of consultations across the country from January 2009 to March 2010. 
The editors have used these consultations and the data available from the findings of 
the 10/66 Dementia Research Group worldwide, the ADI’s World Alzheimer Report 
2009and from other research in India. In Indian context prevalence of Alzheimer’s 
disease is one in every five elderly Citizens suffer from Alzheimer’s. In Kolkata there 
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are about 46,000 patients with Alzheimer’s. In Delhi it accounts for about 50,000 
Alzheimer’s patient and in Bangalore there are 30,000 elderly patients suffering from 
Alzheimer’s disease. Today in India 32, 00000 people are affected by dementia. The 
figure is expected to double every 20 Years. 
 
According to Dr. Harlem (2012) Tomorrow’s elderly people are today’s 
adult and Yesterday’s children. Adulthood is a unique phase of human development. 
Adults are the important feature of every society and also a great resource of a nation. 
Life expectancy has gone up from 20 years at the beginning of the 20th century to 62 
years today. India has a large segment of older people in the population. This segment 
is growing fast with the rapid increase of the grey population in India. Indian aged 
population is currently the second largest in the world. By 2020, of the countries with 
the largest elderly population in the world, five will be in developing world, China 
230 million, India 142 million, Indonesia 29 million, Brazil 27 million, and Pakistan 
18 million. India is home to more than 70 million people older than 60 years as per 
the 2001 Census. This age group, only 7.5% of the population in 2001, is expected to 
grow dramatically in the coming decades. With demographic ageing comes the 
problem of dementia. The numbers of persons with dementia double every 5 years of 
age and so India will have one of the largest numbers of elders with this problem. 
 
In developed countries, dementia awareness is growing rapidly, with the 
media playing an important part. Recent evidence-based reports from the UK and the 
Australian Alzheimer associations garnered considerable media attention and were 
instrumental in making dementia a national priority in both countries. Public 
awareness in low and middle income countries is lacking, with few media outlets 
carrying stories about dementia and ageing. While the media in India is now more 
receptive to these stories as part of their role in informing the public and stimulating 
debate, efforts are required to alert them of the importance of ageing and dementia,  
and to build their capacity to report, research and understand its local relevance. 
Health care professionals should have necessary skills to manage common health 
problems affecting older people. Medical training needs to reorient itself to meet the 
Healthcare needs of an aging society. 
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In the last 10 years, the evidence on dementia prevalence in India has 
expanded considerably. More than 42,000 older people have been studied in eight 
centres across India, and wide variations in estimates exist. Prevalence of dementia 
using survey diagnosis or clinical diagnosis of DSM IV or ICD 10 reported from 
Indian studies range from 0.6 % to 3.5% in rural areas and 0.9% to 4.8 % in urban 
areas. The difference in reported prevalence could be explained by lack of sensitive 
and specific local measures of assessment, methodological differences in the studies 
and a host of genetic, sociocultural and environmental factors. 
 
Studies from developing countries have found increased mortality risk for 
older people with dementia. In two studies from Brazilian and Nigerian on over 6000 
individuals aged 65 years and over, a 51.3% death rate for the dementia group 
compared to non dementia group was found. Persons with dementia from Nigeria died 
within five years of the diagnosis. The only study from India, conducted in Chennai, 
investigated predictors of mortality among older people living in the community. The 
study reported a higher risk of mortality (2.3 times) for older people who received a 
diagnosis of dementia at the baseline survey and risk of mortality was linearly 
associated with the severity of cognitive impairment. 
 
Nurses are vital sources in educating the public on various health related 
issues. Hence the investigator is interested to assess the knowledge of elders regarding 
Dementia. Furthermore, the study of this kind will serve as guidelines for future 
elders to provide comprehensive care for Dementia. 
            
Dementia does not discriminate on the grounds of gender, culture or intellect. 
Whilst risk factors increase with age, younger people can also be affected, because 
Lack of early diagnosis and support, Lack of awareness in general hospital wards of 
the special needs of patients with dementia,  Lack of palliative care – either in 
hospital, hospice or own home, Lack of awareness of the help that can be given by 
friends, neighbors, shops or local services. etc., 
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            Keeping above fact in few researcher is keen to assess the knowledge of elders 
regarding dementia so that knowledge gap can be filled up by educating the elders, 
caregivers and public and increasing awareness about dementia and accept the 
individual who is suffering dementia as an important member of society. 
 
STATEMENT OF THE PROBLEM 
A quasi experimental study to assess the effectiveness of structured teaching 
program on the level of knowledge regarding dementia among elderly in a selected 
village at Tirupur(Dt). 
 
OBJECTIVES OF THE STUDY 
1. To assess the pre test and post test level of knowledge regarding dementia 
among elderly in experimental group and control group. 
 
2. To evaluate the effectiveness of structured teaching program on the level of 
knowledge regarding dementia among elderly in experimental group. 
 
3. To find the association between the post test level of knowledge on dementia 
and the selected demographic variables among elderly in experimental group 
 
HYPOTHESES 
H1: There is a significant difference between the pre test and post test level  of 
knowledge regarding dementia after STP among elderly in experimental 
group. 
H2: There is a significant difference in post test level of knowledge  regarding 
dementia among elderly between experimental group and control group. 
H3: There is a significant association between the post test levels of  knowledge on 
dementia among elderly and their demographic variables in experimental 
group. 
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OPERATIONAL DEFINITIONS 
1. Assess: In this study assess refers to estimate or judge the level of knowledge 
regarding dementia among elderly by using structured questionnaire. 
  
2. Effectiveness: In this study, effectiveness refers to the extent to which STP has 
brought about significance difference in the level of knowledge regarding 
dementia among elderly which was assessed using structured questionnaire. 
 
3. Structured teaching program: It is a Systemic Structured lecture given by the 
investigator for 60 minutes with the help of showing pictures regarding 
dementia. 
 
4. Level of Knowledge: In this study level of knowledge refers to the extent of 
correct response regarding dementia among elderly and assessed by structured 
questionnaire.  
 
5. Elderly: In this study elderly refers to those individuals above 50 Years of age 
who are residing in selected village. 
 
6. Dementia: It refers to a condition in which there is a gradual loss of brain 
function; it is a decline in cognitive/intellectual functioning The main symptoms 
are usually loss of memory, confusion, problems with speech and 
understanding, changes in personality and behavior and an increased reliance on 
others for the activities of daily living.                                                         
 
ASSUMPTIONS 
1. Elderly may have little or inadequate knowledge regarding dementia. 
2. Responses of dementia to the questionnaire will reveal their knowledge about 
dementia. 
3. The elderly will extend their co-operation at the time of data collection and 
also to conduct structured teaching programme.  
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DELIMITATIONS 
The study is delimited to; 
· The elderly who are living in palayakottai at Tirupur (Dt) 
· Sample selected by Non probability purposive sampling technique. 
· Data collection period is only four weeks. 
 
CONCEPTUAL FRAME WORK 
 
Conceptual frame work is an organized phenomenon which deals with concepts 
that are assembled by virtue of their relevance to a common theme. The present study 
was aimed at assessing the effect of structured teaching program on dementia among 
elderly. The conceptual frame work for the present study was based up on the Nursing 
Process model (ANA 1991). 
 
1. ASSESSMENT  
Assessment is the deliberate and systematic collection of data to determine a 
client’s current and past health status. 
In this study assessment include- 
 
· Pre test knowledge: Knowledge assessment include causes, risk factors, 
clinical features, management, prevention, prevention of reoccurrence, 
complication. 
·  Selected factors of elders: Age, gender, religion, marital status, educational 
status, occupation, number of children, type of family, family income, 
hobbies, previous sources of information regarding dementia. 
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2. PLANNING 
Assessment of data helps in formulating nursing diagnosis, which forms the 
basis of planning nursing care. Through planning, the nurse determines what needs to 
be accomplished, in which priority the needs have to be met and how it should be 
done. 
In this study planning includes preparation of structured teaching program for 
experimental group with the goal to improve the knowledge level and control group 
no activity. 
 
3. IMPLEMENTATION  
During this step individual nursing care is given to client according to the 
plan. Intervention are continually modified as needed or seemed necessary by an 
ongoing nursing assessment of the client response. 
Screening a structured teaching program on dementia for experimental group 
and control group no activity.  
 
4. EVALUATION  
The nurse determines the client’s progress towards meeting the behavioral 
outcomes and the success of the nursing intervention. 
To evaluate the post test level of knowledge for experimental group and 
control group based on score key as adequate knowledge, moderate, inadequate. 
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FIGURE - 1
NURSING DIAGNOSIS 
DEMOGRAPHIC 
FACTORS  
 
Age  in years  
Gender  
Marital status 
Religion  
Occupation  
Educational status 
Number of children 
Type of family 
Family income 
Area of living 
Hobbies  
 
 
 
ASSESSMENT PLANNING IMPLEMENTATIO EVALUATIO
Inadequate 
knowledge 
regarding 
dementia 
GOAL: To 
improve the 
knowledge 
level 
PRETEST 
      
Structured 
questionnaire level of 
knowledge regarding 
dementia 
CONTROL 
GROUP: 
No activities 
EXPERIMENTAL 
GROUP: Plan to 
conduct STP 
POSTEST 
     
Structured 
questionnaire 
knowledge 
regarding 
dementia 
 
Conducting 
structured 
teaching 
program 
 
No activities 
 
Inadequate 
knowledge 
Moderately 
adequate 
knowledge 
Adequate 
knowledge 
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CHAPTER-II 
REVIEW OF LITERATURE 
 
‘As we grow older, we must discipline ourselves to continue expanding, broadening, 
learning, keeping our minds active and open’ 
-Clint Eastwood 
A review of literature enables one to get an insight into the various aspects of the 
problems under the study. This involves the systematic, identification, location, and   
summary of written materials that contain information on a research problem.  
This chapter deals with literature review on effect of structured teaching programme on 
dementia under the following headings. 
1. Studies related to incidence and prevalence of dementia. 
2. Studies related to knowledge and awareness of dementia. 
3. Studies related to effectiveness of structured teaching programme.  
 
1.  STUDIES RELATED TO INCIDENCE AND PREVALENCE OF 
DEMENTIA. 
 
Bhardwaj A (1) et.al (2014), conducted a study on the prevalence of dementia 
in Migrant, urban, rural, and tribal elderly population of Himalayan region in Northern 
India. Four settings identified for the purpose of this study included a migrant, urban, 
rural, and tribal. The study was conducted in two phases a screening phase and a clinical 
phase among 2,000 individuals above 60 years of age. To complete the required sample 
of 2,000 elderly individuals, 500 individuals were approached from each site. Nobody 
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refused to participate. The result of the study was a total of 32/2,000 (1.6%) elderly 
individuals were classified as demented. No case of dementia was reported from tribal 
population. A look at sex differential reveals that majority (21/32; 66%) of individuals 
identified as demented were females. As age advanced scores on cognitive screen 
decreased with elders above 80 years of age showing lowest scores. Out of 32, 18 (56%) 
of patients classified as demented were more than 80 years of age. The findings of this 
study are in agreement with previous studies which point towards differential distribution 
of dementia across populations. 
            
Blom K, et al (2014), conducted a study on influence of vascular risk factors on 
cognitive decline in patients with Alzheimer's disease. This study aims to examine the 
association between VRFs and the rate of cognitive decline in patients with Alzheimer's 
disease (AD). The results showed that 174 patients (mean age 78.3 years), with a follow-
up time up to 5.8 years (mean 1.1 year), in total 447 MMSE scores were obtained. The 
multivariable analyses showed an association between age as well as systolic blood 
pressure and a decline in annual rates of change in MMSE scores of -0.05 (95% 
confidence interval (CI): -0.09 to 0.00) and -0.01 (CI: -0.03 to 0.00), respectively. For all 
other VRFs, including sex, patients did not show a significant difference. The conclusion 
of this study did not find an association between preventable vascular risk factors and 
cognitive decline in patients with AD, except for systolic blood pressure. As the 
association between systolic blood pressure and decline in MMSE was small, clinical 
relevance may be limited.             
            
Banerjee Tk et.al (2014), conducted a 7-Year Prospective Study Dementia and 
Cognitive Impairment in Patients with Parkinson's disease From India. This 7-year 
longitudinal study is a hospital-based prospective case (n = 250)-control (n =280) study. 
In all, 36.8% had PD with no cognitive impairment (PD-Normal), 27.2% of the patients 
with PD were affected by dementia (PDD), and 36% of the remaining patients with PD 
had mild cognitive impairment (PD-MCI) at baseline. After 7 years of evaluation, 32 
new patients, 12 patients from the PD-MCI group and 9 patients from the PD-Normal 
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group, were diagnosed with dementia. The 7-year prevalence rate for dementia was 
estimated to be 49.28%. In the Indian population, an early onset of dementia is noted 
among patients with PD, with the age of onset being less than 55 years. Patients with 
early-onset PDD showed depression symptoms that differed significantly from the 
controls of the same age-group. There was a major difference in verbal fluency, word list 
recall, constructional praxis and recall, word list recognition, abridged Boston Naming 
Test, word list memory with repetition, and Mini-Mental State Examination between PD-
MCI and PDD groups. Hallucinations before baseline (odds ratio [OR] = 4.427, 95% 
confidence interval [CI] = 2.122-9.373), akinetic/tremor dominancy (OR =0.380, 95%CI 
= 0.149-0.953), and asymmetrical disease onset (OR = 0.3285, 95%CI =0.1576-0.685) 
can be considered as risk factors for patients with dementia. Patients with early-onset PD 
might be more prone to complex depression and dementia.  
           
Landefeld CS et al (2013), conducted a study was done to determine the 
incidence of different types of dementia in the very old, and to explore the relation with 
age and gender. A dementia-free cohort was followed for an average of three years in 
Stockholm, Sweden. At the end of the follow-up, the subjects were interviewed by 
nurses, clinically examined by physicians, and cognitively assessed by psychologists. 
Disease cohort members were studied using death certificates, hospital clinical records 
and discharge diagnoses. Results showed that during the follow-up, 148 subjects 
developed dementia. In the age-group 75 to 79, the incidence rates for dementia were 
19.6 for women and 12.4 for men per 1,000 person-years. 
          
Hanna M et.al (2013), conducted an exploratory study to assess the 
epidemiology of dementia among old age population among urban community, Calcutta. 
The sample size for the study was 350 old age population. The study results showed that 
over all prevalence of dementia is between 15-18% after 65yrs of age. And it doubles 
with every 5yrs increase in age. 
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Fortinsky RH et al (2013) conducted a multicentre cross-sectional, 
observational study was conducted to determine the prevalence of dementia in nursing 
homes in Spain among 852 residents to analyze the associated factors in an elderly 
population in the institutional setting they performed.   Dementia was diagnosed to the 
DSM-IV-TER clinical criteria. The Hughes Clinical Dementia rating scale was used to 
measure global impairment or the global severity of dementia. The overall prevalence of 
dementia was 61.7% and that of Alzheimer’s disease was 16.9%,vascular dementia was 
found in 7.3% female sex ,was independently associated with a greater frequency of 
dementia. The prevalence of dementia increased with age. The study concluded that two 
third of the elderly persons living in nursing home in Spain have dementia. 
 
Etherton-Beer CD. (2013). Conducted an epidemiological study for dementia in 
an urban community-resident population in Mumbai, India, wherein the prevalence of all 
types of dementia was determined. From a potential pool of 30,000 subjects aged 40 
years or more, 24,488 (male = 11,875; female = 12,613) persons completed self-report or 
interviewer-rated protocols based on the Sandoz Clinical Assessment Geriatric Scale, but 
5,512 (18.37%) persons refused to participate. The prevalence rate for dementia in those 
aged 40 years and more was 0.43% and for persons aged 65 and above was 2.44%. 
Seventy-eight individuals had a CDR of [greater-than-or-equal] 1 yielding an overall 
prevalence rate of 0.32%, and a prevalence rate of 1.81% for those aged 65 years and 
older. The overall prevalence rate for Alzheimer's disease (AD) in the population was 
0.25%, and 1.5% for those aged 65 years and above. The prevalence of AD and other 
dementias is less than that reported from developed countries but similar to results of 
other studies in India. Prevalence of   the dementia syndrome increased with age. AD 
was the most common dementia and the prevalence was higher in women than in men.   
 
Zhang L (4) et.al (2013), conducted a cross-sectional studies to assess the 
prevalence and predictors of mild cognitive impairment of dementia on community-
based study among the elders. Mild cognitive impairment (MCI) is an intermediate stage 
between normal cognitive function and dementia among aging individuals. This study 
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was designed to estimate the prevalence of MCI and explore the possible risk factors 
including gender disparities among community-dwelling older individuals.  A total of 
815 individuals, 60 years and older were selected by stratified random cluster sampling. 
Cognitive function was measured using the mini-mental status examination (MMSE), the 
Chinese version of the Dementia Rating Scales (CDRS) was used to apply the diagnostic 
of non-dementia, and activities of daily living (ADL) and instrumental activities of daily 
living (IADL) systems were used to functional status. The association between socio 
demographic characteristics, lifestyle, history of chronic diseases and MCI were 
evaluated separately for men and women using the Pearson χ²-test and binary logistic 
regression. Of the 815community-dwelling individuals, 145 were found to have MCI. 
Overall, the prevalence of MCI was 18.5%, with a prevalence of 19.6% in women 
(105/535), and 15.3% (40/261) in men. The results of the binary logistical regression 
analysis indicated that age and history of stroke were associated with MCI in men. For 
women, the risk factors were lower level of educational and lack of religious attendance. 
 
Onishi K. et al (2010), conducted a study to assessed the challenge of estimating 
the prevalence of dementia in the elderly. The aim of the study was to examine the 
validity of the estimation of the prevalence of dementia in the elderly based on long-term 
care insurance (LTCI) data. Japanese LTCI data among frail elders over 65 years of age 
(193 men, 360 women) from a central area of Osaka prefecture in 2005 was analyzed 
using the dementia discrimination criteria of dementia autonomy level higher than level 
2. Of those, no cases with a prior diagnosis of dementia were reexamined to ascertain 
dementia-equivalent status. The result of the study was 70 reexamined cases (25 men, 45 
women), 6 men and 16 women scored as dementia-equivalent. In addition, 7 men and 7 
women experienced severe squeal of cerebrovascular disease (CVD). Two men and 8 
women showed symptoms equivalent to mild cognitive impairment (MCI). Ten men and 
14 women showed no dementia/MCI. Based on the sum of subjects previously diagnosed 
with dementia and those with symptoms equivalent to dementia upon reexamination, the 
estimated prevalence of dementia in subjects over 65 years in the study region was 5%. 
The study concluded that a 50% capture rate of dementia based on the LTCI data (N = 
553) from a review of previous research, the estimated prevalence of dementia was 
17 
 
increased to 10% after incorporating the results of this study. The prevalence of elderly 
dementia according to LTCI data should be estimated based on a determination of 
dementia-equivalence in terms of the level of care required dementia, equivalent to 
dementia (i.e., requiring daily care similar to that for  dementia), and severe squeal of 
CVD. Furthermore, the capture rate should be carefully considered.     
 
Lichtenberg PA et.al (2011) conducted a descriptive study to assess the 
incidence of dementia among old age people in selected rural population, Karnataka. The 
study sample size was 120 old age people. The study results showed that the incidence of 
dementia is estimated as 10% 0f old age having dementia over 65 years of age and 35% 
of old age having dementia over 85years of age.  
 
Blom K, et al (2011),  conducted a  door-to-door survey was conducted to 
investigate the prevalence, psychosocial correlates and risk factors of various dementia 
disorders in an urban population in Kerala, southern India on 2005. They selected sample 
from the city of Kochi by using cluster sampling, to identify residents aged ≥65 years. Of 
1934 people screened with a vernacular adaptation of the Mini-Mental State 
Examination, all those scoring at or below the cut-off of 23 were evaluated. The 
prevalence of dementia was 33.6 per 1000 (95% CI 27.3-40.7). Alzheimer's disease was 
the most common type (54%) followed by vascular dementia (39%), and 7% of cases 
were due to causes such as infection, tumour and trauma. According to this survey 
Dementia (AD) is an important health problem of the elderly population. 
 
Mehta KM et al (2010) conducted a study was done at Rotterdam which country 
to estimate the prevalence of dementia and its subtypes in the general population and 
examine the relation of the disease to education. It was conducted as population based 
cross sectional study at Ommoord, a suburb of Rotterdam where 7528 participants aged 
55-106 years took part. 474 cases of dementia were detected, giving an overall 
prevalence of 6.3%. Prevalence ranged from 0.4% at age 55-59 years to 43.2% at 95 
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years and over. Alzheimer’s disease was the main sub diagnosis (339 cases) it was also 
the main cause of the pronounced increase in dementia with age. The relative proportion 
of vascular dementia (76 cases: 16%), Parkinson’s disease dementia (30.6%) and other 
dementias (24.5%) decreased with age. 
 
Grover A et al (2010), conducted a descriptive study regarding the awareness of 
putative risk factors for Alzheimer’s disease among elderly Koreans. A total of 2767 
randomly selected from the Asian Geriatric study were questioned on their knowledge of 
risk factors for Alzheimer’s disease. The results showed that the most commonly stated 
risk factor was being older (59.6%), followed by head trauma (33.6%), and Cerebro 
Vascular Disease (30.4%). The study concluded that AD was more prevalent in older 
subjects and those with a lower level of education, and so public health education on the 
basic concepts of AD should be targeted at this population. 
 
Palmer RM et al (2008), conducted a longitudinal Study of Aging was 
conducted at Baltimore to estimate age-specific incidence rates of AD. A sample size of 
1236 participants (802 men, 434 women) in the BLSA with longitudinal follow –up were 
taken between January 1985 and May 1998. The average length of follow-up was 7.5 
years, with participants evaluated every 2 years by physical, neurological, and 
neuropsychological examinations. The authors diagnosed 155 cases of dementia, of 
which 114 (74%) were AD. It was concluded that incidence rates for AD in the BLSA 
offer a unique opportunity to prospectively investigate the antecedents of AD.  
 
2. STUDIES RELATED TO KNOWLEDGE AND AWARENESS OF 
DEMENTIA. 
 
Rullier L et.al (2013) conducted a study was conducted on providing education 
about Alzheimer's disease. Improving carers' knowledge of Alzheimer's disease has been 
associated with benefits for carer well-being. Dementia knowledge was measured before 
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and after interventions designed to improve knowledge in a sample of 100 undergraduate 
students. Results showed that education improved Knowledge of Alzheimer's disease by 
50% to 85%, as measured by increased scores on a dementia knowledge questionnaire. 
This study has important implications for public education about dementia and resource 
allocation for service providers. 
 
Huang HL et.al (2012), conducted a cross sectional study was conducted to 
investigate public stigma (stereotype, prejudice, discrimination) relating to Alzheimer’s 
disease among elders. The data was collected by interview from 500 people aged 
between 50-65yrs living within the community. The study results showed that the 41.6% 
of the participants expressed stereotype; 43.4% prejudice, and 35.5% discrimination. The 
study concluded that dimension of stigma were highly prevalent in relation to 
Alzheimer’s disease and more interventions are needed to reduce the effect of stigma.  
 
Phelan EA et.al (2012), conducted a study was conducted to examine the 
knowledge about Alzheimer’s disease among 794 people by using knowledge 
questionnaire.  The study results showed that the Knowledge about Alzheimer’s disease 
was lower for dementia care givers, older adults, senior centre staff and undergraduate 
students. Across groups, respondents don’t know about risk factors and prevention of 
Alzheimer’s disease. The study concluded that the awareness program is necessary to the 
public about Alzheimer’s disease.  
 
Simonsick EMet.al (2012), conducted a population-based study was conducted 
among elderly Japanese-American men living on the island of Oahu, Hawaii. Data taken 
for this study was from the dementia prevalence survey. A total of 21% of family 
informants failed to recognize a problem with memory among subjects subsequently 
found to have dementia. Among subjects with very mild dementia, 52% of family 
informants failed to recognize a significant memory problem compared with 13% among 
more severely demented subjects. Of the subjects with dementia whose family 
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informants did recognize a memory problem, 53% failed to receive a medical evaluation 
for this problem. The study concluded that unrecognized dementia was common in our 
population, especially among mild cases. Cognitive screening programs for the elderly 
and public education policies designed to increase awareness of early signs of dementia 
are needed if interventions for individuals with potentially treatable dementias are to be 
implemented. 
  
Rubin SM et.al (2011), conducted a descriptive survey was carried out to 
investigate knowledge and fear of developing Alzheimer’s disease in a sample of healthy 
elders. The sample size was 127 young elders and 118 older elders. The data was 
collected by using knowledge questionnaire; Younger elders obtained a score of 54 % 
while older elders obtained 58% on knowledge test. Knowledge and fear scores were not 
significantly correlated with having a family member or knowing someone with 
Alzheimer’s disease.  
 
Acosta I et al (2010), conducted a descriptive study was conducted to assess the 
knowledge regarding of early identification of dementia among family members in 
selected families Maharashtra, sample size for the study was 100.  The study results 
showed that 61.3% of the family members are having inadequate knowledge regarding 
early identification of dementia, and 6.5% of family members having adequate 
knowledge. 
 
 Yang SY et.al (2010), conducted a study was conducted to investigate 
awareness of dementia among elders attending dementia-prevention programs in 
community healthcare center, Department of Geriatrics. Regarding the knowledge about 
dementia, 17% of the participants knew about drug therapy, and 13% of them knew 
about legal guardianship. The results indicated a limited knowledge about facilities 
where demented people can be placed (home: 39%, hospital: 43%, nursing home: 62%, 
group-home: 25%).  The study concluded that the education of dementia to older adults 
may contribute to early diagnosis of the community level, thereby may maximize the 
effect of therapeutic interventions. 
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Meillon C(2) et.al (2009), a study was conducted to assess the racial differences 
in knowledge and attitudes about Alzheimer’s dementia among older  adults .Data 
collected from 1176 older adults aged 45 years and over (48.6% White, 25.7%Black, and 
25.8% Hispanic) obtained through telephone interview. The result showed that 
Compared with White and Black respondents, Hispanics were more likely to report 
feeling well-prepared for handling a diagnosis of Alzheimer’s disease in a family 
member. The study concluded that misconceptions about Alzheimer’s dementia remain 
among large segments of the population and continued efforts are needed to educate the 
public about this disease. 
 
Sosa AL et al (2009), a descriptive study was conducted to assess the knowledge 
regarding self care aspects of patients with dementia among primary health care givers 
on government medical college Pune. Sample size for the study was 100. The study 
results showed that 42.3% of the primary care givers had adequate knowledge regarding 
self care while others have inadequate knowledge. 
 
3. STUDIES RELATED TO EFFECTIVENESS OF STRUCTURED 
TEACHING PROGRAMME 
 
         Zerinet.al (2012), conducted a study with an aim to evaluate the effectiveness of 
structured teaching program on knowledge and practice regarding management of 
thrombolytic therapy among 40 staff nurses working in selected hospital, Bangalore 
revealed that mean post test knowledge score 69.19 was higher than mean pre test 
knowledge score 34.05 with the‘t’ value of 26.05 and found to be significant at p 0.001. 
The author concluded that STP was effective method of providing information on 
knowledge and practice regarding management of thrombolytic therapy. 
 
Sunu Thomas (2012) done a study to assess the effectiveness of video assisted 
teaching programme on knowledge regarding care of tuberculosis among care givers of 
tuberculosis patients admitted in pravara rural hospital, Bangalore. Samples were 
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selected with non probability purposive sampling technique and 50 samples were 
selected. Results showed video assisted teaching practice found to be effective in 
improving the knowledge of care givers on care of the symptoms, compliance with the 
treatment, early recognition and prevention of complications. 
 
Zahara Aziz (2011) has done a study on video teaching strategies to increase 
science subject knowledge to pupils in primary school at Malaysia. Samples were 
selected randomly 18 pupils in five years from one of the national school in bangsar. 
Findings of this study were video teaching strategy helped pupils to improve their 
understanding of basic concepts and knowledge in science. Students showed positive 
changes in attitude and interest. 
 
Donkor (2010) done a comparative study on instructional effectiveness of print 
based and video based instructional materials for teaching and practical skills at a 
distance in  U.S.A. Samples were selected randomly34 participants who used print based 
instructional materials and 35 participants who used video based instructional materials 
to learn practical skills. Data was collected with use of performance test and achievement 
test. The results of this study indicate practical skills were significantly higher among 
users of video based instructional materials students. 
 
Boscardin WJ et al (2009) conducted a pre experimental research study of one 
group pre and post test was undertaken to evaluate the effectiveness of  structured 
teaching programme  module on care of dementia patients developed for B.Sc nursing 
students in Mangalore. Purposive sampling technique was used to select the samples; 
data was collected through a structured closed ended questionnaire. Pre test result 
revealed that 96% of students had average knowledge and 4% of students had poor 
knowledge on care of dementia patients. Post test result revealed that 72% of students 
have good knowledge and 28% very good knowledge .Findings of the study revealed 
that there was highly significant increase in the knowledge of nursing students  regarding 
the care of dementia patients. 
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CHAPTER-III 
METHODOLOGY 
 
According to Polit and Beck (2012) research methods are the techniques used by 
researchers to structure a study and to gather and analyze information relevant to 
research question. 
 
Research methodology involves the systematic procedure by which investigator 
starts from the initial identification of the problem to its final conclusion. Methodology is 
a significant part of any study which enables the researcher to project the research 
undertaken. 
 
This chapter deals with research design, setting, population, sample and sample 
size, sampling technique ,sample selection criteria, description of the tool, scoring, 
validity of the tool, reliability of the tool, pilot study, data collection procedure, plan of 
data analysis and ethical consideration. 
 
RESEARCH APPROACH 
 
According to Suresh K. Sharma (2011) the research approach involves the 
description of the plan to investigate the phenomenon under study in a quantitative, 
qualitative or a combination of the two methods. Furthermore, it helps to decide whether 
the presence or absence as well as manipulation and control over variables. Also, it helps 
to identify the presence or absence of and comparison between groups. 
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 The present study is an evaluative research approach. Evaluative research study is 
an applied form of research design in which the judgment is made on how well a specific 
practice or program is working. It is used to determine the effectiveness of processes or 
equipment used in a particular setting. 
 
The definitive aim of the present study is to evaluate the effectiveness of 
structured teaching programme regarding dementia among elderly. 
 
RESEARCH DESIGN 
 
According to Polit and Beck (2012) the research design is the overall plan for 
obtaining answers to the questions being studied and for handling some of the difficulties 
encountered during the research process. 
 
The research design selected for the present study was a quasi experimental pre 
and post test design to evaluate the effectiveness of structured teaching program on level 
of knowledge regarding dementia among elderly. There were two groups, experimental 
and control group. The experimental group included those elderly who differed from 
control group only with regard to attending the structured teaching program. Pre test 
were measured in both experimental and control group.  Structured teaching program 
was attended by experimental group elderly. Post test were measured for both groups. 
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FIGURE -2 
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NOTATION: 
GROUP PRE TEST INTERVENTION POST TEST 
Experimental  group O1 X O2 
Control  group O1 - O2 
 
A symbol used in study is; 
O1 : Pre test to assess the level of knowledge regarding dementia among  
  elderly in control group and experimental group. 
X : Structured teaching program to experimental group. 
O2 : Post test to assess the level of   knowledge regarding dementia among  
  elderly in control group, experimental group. 
 
VARIABLES 
According to Suresh K Sharma (2011) variables are qualities, quantities, 
properties, or characteristics of people, things, or situations that change or vary.  
The categories of variables discussed in the study were; 
  
INDEPENDENT VARIABLE 
Variable causing change is referred to independent variable. It is the intervention 
or treatment that the investigator performs to see the resulting change in the dependent 
variable. 
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Independent variable: Structured teaching program on dementia. It is a Systemic 
Structured lecture given by the investigator for 60 minutes with the help of showing 
pictures regarding dementia. 
 
DEPENDENT VARIABLE 
 It is the focus of the study and reflects the empirical aspects of the concepts 
being studied. 
Dependent variable: level of Knowledge of elderly regarding dementia. 
 
EXTRANEOUS VARIABLE: 
Age, gender, religion, marital status, educational status, occupation, number of 
children, type of family, family income, area of living hobbies, previous sources of 
information regarding dementia. 
 
SETTING 
The selection of setting was done on the basis of feasibility of conducting the 
study, availability of subjects and cooperation of the authorities. The data was collected 
in palayakottai at tirupur (dt) 
 
POPULATION 
Population consists of the entire set of individual events, places or objects that 
possess the specific characteristics or attributes being studied. It also refers to the 
aggregate or totality of all the subjects. 
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Target population is the aggregate of cases about whom the investigator would 
like to make generalization. In this study, elderly were the target population. 
 
Accessible population is the aggregate of cases that confirm to the designed 
criteria and which is accessible to the investigator as a part of subject for conducting the 
study. The accessible population selected for this study was elderly who are living in 
palayakottai at tirupur (dt). 
 
SAMPLE AND SAMPLE SIZE 
The sample size was determined arbitrarily by the type of the study, variables 
being studied, feasibility of time, money, and material. In this study, the sample size was 
arbitrarily decided to be   60elderly in which 30 were in experimental group and 30 were 
in control group 
 
SAMPLING TECHNIQUE 
Sampling is the process of selecting a portion of the population to represent the 
entire population. In this study the investigator selected the sample by Non probability 
purposive sampling technique. 
 
SAMPLE SELECTION CRITERIA 
The study samples were selected using the following criteria            
 
Inclusion criteria:   elderly 
· Who are available at the time of data collection 
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· Who are willing to participate 
· Who are able to cooperate throughout the period of the data collection 
· Who knows to read and write Tamil. 
Exclusion criteria 
1. Who are sick at the time of data collection. 
2. Who have already undergone teaching program regarding dementia. 
 
DEVELOPMENT OF TOOL 
 
The investigator developed a structured knowledge questionnaire as tool for 
present study after exploring all sources of information like extensive library search, 
internet sources and consultation with experts. The experts were requested to check for 
the relevance, sequence and clarity of the tool. Modification was done according to 
expert’s opinion and the final tool was developed. The tool was translated into Tamil and 
again it was retranslated into English, thereby, the language validity was ascertained. In 
the present study the reliability of the structured questionnaire was established by test –
retest method, among 10 elderly. Reliability coefficient was r =0.92 and the tools were 
found to be reliable for the study. 
 
DESCRIPTION OF THE TOOL 
The tool used for the research study was structured knowledge questionnaire 
regarding dementia, tool consists of two parts. 
 
PART I: Back ground data 
PART II: structured questionnaire 
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PART I:  
Background data of elderly, consists of 11questions seeking information on the 
background data of students. The items included Age, gender, religion, marital status, 
educational status, and occupation, number of children, type of family, family income, 
hobbies, and previous sources of information regarding dementia. 
PART 2: 
Structured questionnaire for assessing the level of knowledge regarding dementia 
among elderly. 
  It contains 25 items, each carries 1 mark. The    highest  possible  score  is  
25.The  lowest  score  for  each  question  is  0. 
 
SCORING PROCEDURE: 
· Maximum  score-25 
· Minimum score –0 
SCORE PERCENTAGE (%) LEVEL  OF  KNOWLEDGE 
0    -13 0  -50% In adequate  knowledge 
13 -20 50 -  75  % Moderately adequate  knowledge 
21 -25 >  75% Adequate    knowledge 
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VALIDITY OF THE TOOL 
Six experts including two psychiatrists, one visual engineer, and three nursing 
experts validated the tool for its content. The experts were requested to check for the 
relevance, sequence and clarity of the tool. Modification was done according to expert’s 
opinion and the final tool was developed. The tool was translated into Tamil and again it 
was retranslated into English, thereby, the language validity was ascertained. 
 
RELIABILITY OF THE TOOL 
In the present study the reliability of the structured questionnaire for experimental 
group and control group was established by test –retest method, among 10 elderly. 
Reliability coefficient was r =0.92 and the tool were found to be reliable for the study. 
 
PILOT STUDY 
The pilot study was conducted in archuna nagar at nathakadaiyur .It was 
conducted only after the tool presentation and approval of college of nursing faculty and 
dissertation committee. Validity and reliability of the instrument were tested during this 
time. The pilot study was done to obtain information to improve the project or assess its 
feasibility. The pilot study was conducted among 10 elderly, 5 elderly in control group 
and 5 elderly in experimental group. Who fulfilled the sample criteria for sample 
selection and those elderly were excluded from the main study. Pre test, structured 
teaching programme, and post test was done and feasibility of the study was established. 
It also helped to select suitable statistical method. 
 
STRUCTURED TEACHING PROGRAMME 
Recorded the content related to dementia. The content of the CD was validated 
by the experts and by visual communication engineer for the clarity and accuracy of the 
visual. 
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DATA COLLECTION METHOD 
The present study was conducted in palayakottai at tirupur (dt). The data were 
collected for 4 weeks from 1st of April 2014 to31st April 2013.Permission was sought 
and obtained from authorities of the village. The study samples were selected by Non 
probability purposive sampling technique based on sample selection criteria. The study 
purpose and method were explained to the selected sample. Informed consent was 
obtained from the study participant’s for participating in the study. The sample size was 
60elderly people. 
 
Pre test was conducted for 30 elderly in experimental, 30 elderly in control group. 
Background data and level of knowledge were collected by using structured knowledge 
questionnaire (multiple choice questions) to assess the level of knowledge regarding 
dementia among elderly. After pretest elderly in the experimental group attended the 
structured teaching programme .Post test score was assessed with same questionnaire 10 
days after the structured teaching programme for both control groups, experimental 
group. 
 
PLAN FOR DATA ANALYSIS 
The data collected from subject were edited, compiled, and analyzed by using 
SPSS version 13. The probability level of 0.05 was used as the level of significance. The 
data were analyzed as follows; 
1. Back ground Data obtained from the sample organized and summarized with the 
help of descriptive statistics like frequency, mean, percentage distribution, 
standard deviation. 
2. Comparing the pre test and post test knowledge scores of experimental group 
elderly by using paired t’ test. 
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3. Data on identifying the association between the pre test knowledge with selected 
socio-demographic variables of experimental group were analyzed using 
descriptive and chi-square test. 
4. Data on effectiveness of structured teaching programme on dementia among 
control group and experimental group with the use of unpaired’ test. 
 
ETHICAL CONSIDERATION 
For the present study, the investigator took into consideration the ethical values. 
The study was accepted by the research and ethical committee. Prior permission was 
obtained in palayakottai at tirupur (dt). Explanation regarding the purpose of the study 
was done and informed consent obtained from the study participant’s for participating in 
the study. The study participants had the right to discontinue from the study at any time. 
No physical harm was done. 
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CHAPTER-IV 
ANALYSIS AND INTERPRETATION 
The analysis and interpretation of data of this study were based on the data 
collected by structure questionnaire method. The results were computed using 
descriptive and inferential statistics. The data were entered into excel sheet and analyzed 
using SPSS 13 version. The probability value of less than 0.05 was considered to be 
significant. 
 
The objectives of the study were, 
4. To assess the pre test and post test level of knowledge regarding dementia among 
elderly in experimental group and control group. 
5. To evaluate the effectiveness of structured teaching program on the level of 
knowledge regarding dementia among elderly in experimental group. 
6. To associate the post test level of knowledge regarding dementia and the selected 
demographic variables among elderly in experimental group. 
 
The data collected were edited, tabulated, analyzed, and interpreted, a findings 
obtained were presented in the form of tables, and diagrams under the following 
sections: 
5. Back ground Data obtained from the sample organized and summarized with the 
help of descriptive statistics like frequency, mean, percentage distribution, 
standard deviation. 
6. Comparing the pre test and post test knowledge scores of experimental group 
elderly by using paired t’ test. 
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7. Data on identifying the association between the pre test knowledge with selected 
socio-demographic variables of experimental group were analyzed using 
descriptive and chi-square test. 
8. Data on effectiveness of structured teaching programme on dementia among 
control group and experimental group with the use of unpaired’t’ test. 
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SECTION I: DATA ON BACKGROUND FACTORS OF ELDERLY 
IN EXPERIMENTAL GROUP AND CONTROL GROUP 
                                                 
TABLE – 1 
FREQUENCY, PERCENTAGE OF ELDERLY ACCORDING TO 
BACKGROUND FACTORS IN EXPERIMENTAL AND CONTROL GROUP 
                                                                                                                 N=60 
S. 
NO 
DEMOGRAPHIC VARIABLES EXPERIMENTAL 
GROUP 
CONTROL 
GROUP 
F % F % 
1. Age  in years  
a. 60 – 63years 
b. 64- 66 years 
c. Above 66 years 
 
12 
12 
06 
 
40 
40 
20 
 
15 
10 
05 
 
50.0 
33.3 
16.7 
2. Gender 
d. Male 
e. Female 
f. Transgender 
 
20 
10 
0 
 
66.7 
33.3 
00.0 
 
18 
12 
0 
 
60.0 
40.0 
00.0 
3. Religion 
a. Hindu 
b. Muslims 
c. Christian 
d. Others 
 
11 
0 
19 
0 
 
36.7 
00.0 
63.3 
00.0 
 
12 
0 
18 
0 
 
40.0 
00.0 
60.0 
00.0 
4 Marital status 
a. Single 
b. Married 
c. Widower 
d. Divorced 
 
0 
18 
10 
02 
 
00.0 
60.0 
33.3 
06.7 
 
0 
22 
06 
02 
 
00.0 
73.3 
20.0 
06.7 
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5 Educational status 
a. Illiterate 
b. Primary education 
c. High school Education 
d. Degree and above 
 
23 
03 
0 
04 
 
76.7 
10.0 
00.0 
13.3 
 
19 
06 
0 
05 
 
63.3 
20.0 
00.0 
16.7 
6 Occupation 
a. Government employee 
b. Business man 
c. Private employee 
d. Cooley 
e. Retired/unemployed 
 
00 
03 
18 
05 
04 
 
00.0 
10.0 
60.0 
16.7 
13.3 
 
00 
02 
15 
06 
07 
 
00.0 
06.7 
50.0 
20.0 
23.3 
7 Number of children 
a. No children 
b. One child 
c. Two children 
d. More than 2 children 
 
00 
11 
17 
02 
 
00.0 
36.7 
56.6 
06.7 
 
03 
09 
14 
04 
 
10.0 
30.0 
46.7 
13.3 
8 Type of family 
a. Nuclear family 
b. Joint family 
c. Extended family 
 
19 
5 
6 
 
63.3 
16.7 
20.0 
 
17 
8 
5 
 
56.6 
26.6 
16.8 
9 Family Income 
a. < Rs-5000/- 
b. Rs.5001- 10000 
c. Above Rs 10000 
 
6 
15 
9 
 
20.0 
50.0 
30.0 
 
4 
7 
19 
 
13.3 
23.4 
63.3 
10 Hobbies 
a. Reading books and news paper 
b. Watching TV 
c. Chatting with friends 
d. None 
 
4 
20 
6 
0 
 
 
13.3 
66.7 
20.0 
00.0 
 
5 
22 
3 
0 
 
 
16.7 
73.3 
10.0 
00.0 
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11 Previous sources of information 
regarding Dementia 
a. Yes 
b. No 
if yes   
A. Friends 
B. Newspaper 
C. Mass media 
 
3 
27 
 
 
02 
01 
00 
 
10.0 
90.0 
 
 
6.66 
3.33 
0.00 
 
4 
26 
 
 
02 
02 
00 
 
13.3 
86.7 
 
 
6.66 
6.66 
0.00 
Table No 1: Shows the frequency, percentage of elderly according to background 
factors in experimental and control group. 
 
Regarding age in years in experimental group majority 12(40%) were in 60-63 
years and 64 -66 years respectively and the least 6(20%) were above 66 years. Among 
control group majority 15(50%) were in 60-63 years of age, 10(33.3%) were 64 – 66 
years, and the least 5(16.7%) were above 66 years of age. 
 
Regarding gender in experimental group majority 20(66.7%) were males and 
the least 10(33.3%) were female, and among control group majority 18(60.4%) were 
males and the least 12(40%) were females. 
 
Regarding religion in experimental group majority 19(63.3%) were Christians 
and the least 11(36.7%) were Hindus, among control group majority 18(60%) were 
found to be Christians and the least 12(40%) were in Hindu religion. 
 
Regarding marital status in experimental group majority 18(60%) were 
married, 10(33.3%) were widowers and the least 2(06.7%) were divorced. Among 
control group majority 22(73.3%) were married, 6(20%) were widowers, and the least 
2(06.7%) were divorced. 
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Regarding educational status in experimental group majority 23(76.7%) were 
illiterates, 4(13.3%) had high school education and the least 3(10%) had primary 
education. Among control group majority 19(63.3%) were illiterates, 6(20.0%) had 
primary education, and the least 5(16.7%) had high school education. 
 
Regarding occupation in experimental group majority 18(60%) were working as 
private employees, 5 (16.7%) were working as coolie, 4 (13`3%) were retired/ 
unemployed, and the least 3(10%) were business men. Among control group majority 
15(50%) were working as private employees, 7(23.3%) were retired/ unemployed, 
6(20.0%) were working as coolie and the least 2(06.7%) were business men. 
 
Regarding number of children in experimental group majority 17(56.6%) were 
having two children, 11(36.7%) were having one children, and the least 2(06.7%) were 
having more than two children. Among control group majority 14(46.7%) were having 
two children, 9(30.0%) had one children, 4(13.3%) had more than two children, and the 
least 3(10%) had no children. 
 
Regarding type of family in experimental group majority 19(63.3%) were living 
as nuclear family, 6(20.0%) were living in extended family, and the least 5(16.7%) were 
living as joint family. Among control group majority 17(56.6%) were living as nuclear 
family, 8(26.6%) were in joint family, and the least 5(16.8%) were living as extended 
family. 
 
Regarding family income in experimental group majority 15(50%) of their 
income was between 5001 to 10000, 9(30.0%) of their income was above 10000 and the 
least 6(20%) had income of less than Rs.5000. Among control group majority 19(63.3%) 
had the income of above 10000, 7(23.4%) were earning between 5001 - 10000 and the 
least 4(13.3%) had the income of less than 5000. 
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Regarding hobbies in experimental group majority 20(66.7%) had the hobby of 
watching TV, 6(20.0%) had the hobby of chatting with friends and the least 4(13.3%) 
had the hobby of reading books and news paper. Among control group majority 
22(73.3%) had the hobby of watching TV, 5(16.7%) had the hobby of reading books and 
news paper, 3(10%) had the hobby of chatting with friends.  
 
Regarding previous sources of information regarding dementia in 
experimental group majority 27(90%) did not have the previous sources of information 
regarding dementia and the least 3(10%) had the previous sources of information 
regarding dementia, among control group majority 26(86.7%) did not have the previous 
sources of information regarding dementia and the least 4(13.3%) had the previous 
sources of information regarding dementia. 
 
It was inferred that in experimental group  majority 12(40%) were from 60-63 
years and 64 -66 years respectively, 20(66.7%) were males, 19(63.3%)  elders were 
Christians, 18(60%) were married, 23(76.7%) were illiterates, and 18(60%) were 
working as a private employee, 17(56.6%) had two children, 19(63.3%) were living in a 
nuclear family, 15(50%) of their family  monthly income was above Rs.5000, 
20(66.7%), elders had the hobby of watching TV, 27(90%)  elders did not have the 
previous sources of information regarding dementia. 
 
It was inferred that in control group majority 50(50%) were from 60-63 years 
respectively, 18(60.4%) were males,18(60%) elders were Christians, 22(73.3%) were 
married, 19(63.3%) were illiterates, and 15(50%) were working as private employees, 
14(46.7%)  had two children, 17(56.6%) were living in a nuclear family, 15(50%)of their 
family  monthly income was above 5000, 19(63.3%) elders  had the hobby of watching 
TV, 26(86.7%) most of elders did not have the previous sources of information regarding 
dementia. 
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SECTION II: DATA ON PRE TEST, POST TEST LEVEL OF 
KNOWLEDGE REGARDING DEMENTIA AMONG ELDERLY IN 
EXPERIMENTAL GROUP 
TABLE: 2 
MEAN, RANGE, STANDARD DEVIATION, MEAN PERCENTAGE, MEAN 
DIFFERENCE, ’T’ VALUE IN PRE TEST AND  POST TEST LEVEL OF  
KNOWLEDGE SCORE OF CONTROL GROUP AND    
EXPERIMENTALGROUP. 
Group Mean SD Mean % Range Mean 
difference 
‘t’ 
value 
Pre 
test 
Post 
test 
Pre 
test 
Post 
test 
Pre 
test 
Post 
test 
Control group 10.45 12.5 7.76 3.56 24.67 35.71 14  
 
45.86 
16.45 
P<0.0
5 S Experimental 
group 
24.47 36.33 8.96 2.96 45 81.57 17.30 
Table 3: Shows post test knowledge score mean, S.D, mean percentage, mean 
difference, ‘t’value of control group and experimental group. 
Pre test in experimental group the obtained over all mean score was 24.47, 
standard deviation was 8.96, mean percentage was 45 and in control group the obtained 
over all mean score was 10.4, standard deviation was 7.76,mean percentage was 35.71. 
 
Post test in experimental group the obtained over all mean score was 36.33, 
standard deviation was 2.96, mean percentage was 81.57 and in control group the 
obtained over all mean score was 12.5, standard deviation was 3.56, mean percentage 
was 35.71. 
 
 The obtained posttest mean score in experimental group score was higher than 
the control group score.  
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SECTION III: DATA ON EFFECTIVENESS OF STRUCTURED 
TEACHING PROGRAMME REGARDING DEMENTIA AMONG 
ELDERLY IN CONTROL GROUP AND EXPERIMENTAL GROUP 
TABLE:3 
MEAN, RANGE, STANDARD DEVIATION (SD), MEAN PERCENTAGE, MEAN 
DIFFERENCE, ‘ T ’ VALUE IN PRE TEST AND POST TEST LEVEL OF  
KNOWLEDGE REGARDING DEMENTIA AMONG ELDERLY IN 
EXPERIMENTAL GROUP. 
                  
Level of 
knowledge 
Mean SD Mean % Range Mean difference ‘t’ value 
Pre test 24.47 8.96 45 10-23  
36.57 
16.43 
P<0.05 
S Post test 36.33 2.96 81.57 17-30 
Table-3: Shows mean, range, standard deviation (SD), mean percentage, mean 
difference, ‘ t ’ value of pre test and post test level of  knowledge regarding dementia 
among elderly in experimental group. 
 
The obtained overall pre test mean score was 24.47, standard deviations (SD) 
was8.96; and mean percentage was 45 and in the Post test mean score was 36.33, 
standard deviation was 2.96, and the mean percentage was 81.57.  The mean difference 
was 36.57. The obtained‘t’ value was 16.43 which was significant at  p<0.05 .  
 
It was inferred that post test knowledge score was increased after the structured 
teaching programme in experimental group, it was found to be effective. 
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SECTION IV: DATA ON ASSOCIATION BETWEEN POST TEST 
KNOWLEDGE WITH SELECTED BACKGROUND FACTORS 
AMONG ELDERLY IN EXPERIMENTAL GROUP 
TABLE-4 
SHOWS ASSOCIATION OF SELECTED BACKGROUND FACTORS WITH 
POST TEST KNOWLEDGE SCORE IN EXPERIMENTAL GROUP 
Demographic Variable 
LEVEL OF KNOWLEDGE 
Inadequate Moderately adequate 
Adeq
uate    Value Sig 
Age  in years  
a. 60 – 63years                                                                                      
b. 64- 66 years                                                                                       
c. Above 66 years                                                                                  
 
0
1
1 
 
4 
3
2
 
8 
8
3
  =5.045 (NS) 
Gender 
a. Male 
b. Female 
c. Transgender       
          
2 
1 
0 
 
8 
5 
0 
 
10 
4 
0 
  =18.85 (NS) 
Religion 
a. Hindu 
b. Muslims 
c. Christian 
d. others  
          
2 
0 
3 
0 
 
5 
0 
7 
0 
 
4 
0 
9 
0 
  =3.128 (NS) 
Marital status 
a. Single 
b. Married 
c. Widower 
d. Divorced 
 
0 
2 
1 
0 
 
0 
5 
4 
1 
 
0 
11 
5 
1 
  =8.249 (NS) 
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Educational status 
a. Illiterate                                                                                    
b. Primary education 
c. High school education 
d. Degree and above 
 
 
4 
0 
0 
0 
 
 
5 
1 
0 
0 
 
 
14 
2 
0 
2 
  =5.028 (NS) 
Occupation 
a. Government employee 
b. Business man 
c. Private employee 
d. Cooley 
e. Retired/unemployed 
 
         0 
0 
1 
1 
1 
0 
0 
9 
2 
2 
0 
3 
8 
2 
1 
  =1.184 (NS) 
Number of children 
a. No children 
b. One child 
c. Two children 
d. More than 2 children 
0 
1 
2 
1 
0 
5 
4 
1 
0 
5 
11 
0 
  =3.173 (NS) 
Type of family 
a. Nuclear family                                                                                  
b. Joint family   
c.  Extended family 
2 
0 
1 
4 
2 
2 
13 
3 
3 
  =3.84 (NS) 
Family Income 
a. < Rs-5000/- 
b. Rs.5001- 10000 
c. Above Rs 10000 
2 
2 
1 
2 
3 
3 
2 
10 
5 
  =5.99 (NS) 
 Hobbies 
a. Reading books and news paper 
b. Watching TV 
c. Chatting with friends 
d. Non 
0 
2 
0 
0 
2 
5 
1 
0 
2 
13 
5 
0 
  =2.13 (NS) 
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  A Previous sources of information 
regarding Dementia 
a. Yes  
b. No                     
 If Yes 
a. Friends 
b. Newspaper 
c. Mass media 
d. All            
 
0 
2 
 
 
0 
0 
0 
0 
 
1 
5 
 
 
1 
0 
0 
0 
 
2 
20 
 
 
1 
1 
0 
0 
  =1.68 (NS) 
 
It was inferred that there was no significant association between the post test 
level of knowledge and selected background factors such as age, gender, religion, marital 
status, educational status, occupation, number of children, type of family, family income, 
hobbies and previous source of information among elderly in experimental group.  
              
It was inferred that the structured teaching programme was independently 
effective in improving the level of knowledge regarding dementia among elderly 
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CHAPTER –V 
SUMMARY, FINDINGS, DISCUSSION, IMPLICATIONS, 
LIMITATIONS, RECOMMENDATIONS AND 
CONCLUSION 
 
This chapter deals with summary, findings, discussion, implications, limitations, 
recommendations and conclusion. The essence of any research project is based on study 
findings, limitations; interpretation of the research results and recommendations to 
incorporate the study implications. It also gives meaning to the results obtained in the 
study.  
 
SUMMARY 
The prime aim of the study was to assess the knowledge on dementia before and 
after structured teaching programme among elderly. 
 
The objectives of the study were, 
v To assess the pre test and post test level of knowledge regarding dementia among 
elderly in experimental group and control group. 
v To evaluate the effectiveness of structured teaching program on the level of 
knowledge regarding dementia among elderly in experimental group. 
v To find the association between the post test level of knowledge on dementia and 
the selected demographic variables among elderly in experimental group. 
The study attempted to examine the following research hypothesis. 
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HYPOTHESES 
H1: There is a significant difference between the pre test and post test level of  
 knowledge regarding dementia after STP among elderly in experimental   group. 
H2: There is a significant difference in post test level of knowledge regarding    
dementia among elderly between experimental group and control group. 
H3: There is a significant association between the post test levels of knowledge on      
dementia among elderly and their demographic variables in experimental group. 
 Extensive Literature review was done for the present study, and the reviews  are 
presented in the following headings, Studies related to incidence, prevalence of 
dementia, Studies related to knowledge and awareness of dementia, Studies related to 
effectiveness of  structured  teaching.  
 
The conceptual framework adopted for the present study was based on the 
Nursing process model (ANA 1991).This model helped the investigator to assess the 
knowledge on dementia before and after conducting structured teaching programme. 
 
The research design selected for the present study was a quasi experimental two 
group pretest and posttest design to evaluate the effectiveness of structured assisted 
teaching programme on dementia. The independent variable was structured teaching 
programme and dependent variables were level of knowledge regarding dementia among 
elderly. 
 
The investigator developed a structured questionnaire as tool for the present 
study. The content validity of the tool was established by 6 experts. The reliability of the 
tool was ascertained by test retest method Reliability coefficient was r =0.92 and the tool 
was found to be reliable for the study. Pilot study was conducted in in archuna nagar at 
nathakadaiyur among 10 elderly, who fulfilled the sample selection criteria. The study 
was found to be feasible. 
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 The main study was conducted in in palayakottai at tirupur (dt). Prior permission 
from the authorities was sought and obtained. Non probability purposive sampling 
technique was used to select the samples and informed consent was obtained. Pre test 
was done to assess the knowledge on dementia. Post test was done on 10th day of class 
for control group and experimental group. The data gathered were analyzed and 
interpreted using SPSS package (version 13) A probability of P <0.05 level of 
significance was considered significant. 
 
FINDINGS 
The major findings of the study were classified under following headings, 
Finding1: Data on background factors of elderly in experimental group, control 
group. 
In experimental group  majority 12(40%) were from 60-63 years and 64 -66 years 
respectively, 20(66.7%) were in males, 19(63.3%)  elders were Christians, 18(60%) were 
married, 23(76.7%) were illiterates, and 18(60%) were working as  private employees, 
17(56.6%) had two children, 19(63.3%) were living as a nuclear family, 15(50%) of their 
family  monthly income was above 5000, 20(66.7%), elders hobbies was watching TV, 
27(90%)  elders did not have the previous sources of information regarding dementia.             
In control group majority 50(50%) were from 60-63 years respectively, 
18(60.4%) were in males,18(60%) elders were Christians, 22(73.3%) were married, 
19(63.3%) were illiterates, and 15(50%) were working as private employees, 14(46.7%)  
had two children, 17(56.6%) were living as a nuclear family, 15(50%)of their family  
monthly income is above 5000, 19(63.3%) elders  hobbies was watching TV, 26(86.7%) 
most of elders did not have the previous sources of information regarding dementia.  
Therefore both groups were comparable in relation to selected background 
factors 
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Finding 2: Data on pre test, post test level of knowledge regarding dementia among 
elderly in experimental group and control group 
In the pretest, in experimental group the obtained over all mean score was 24.47, 
standard deviation was8.96 and mean percentage was 45.86 and rang was 10.23 
 
The obtained overall post test mean 36.33, standard deviation 2.96, and the mean 
percentage 81.57, range 17-30. Pre test mean 24.47, standard deviations (SD) 8.96; 
and24.47mean percentage mean difference36.57,  the obtained‘ t’ value  
was16.43(p<0.05) which  was significant ay p<0.05 
 
It was inferred that post test knowledge score in experimental group significantly 
high compare to post test knowledge score in control group. So the structured teaching 
programme was effective among experimental group of elderly 
 
Finding 3 : Data on effectiveness of structured teaching programme regarding 
dementia among elderly in control group and experimental group and control 
group 
In the pretest, in experimental group the obtained over all mean score was 24.47, 
standed deviation was8.96 and mean percentage was 45.86 and rang was 10.23 
  
The obtained overall post test mean 36.33, standard deviation 2.96, and the mean 
percentage 81.57, range 17-30. Pre test mean 24.47, standard deviations (SD) 8.96; 
and24.47mean percentage mean difference36.57, the obtained‘t’ value was 
16.43(p<0.05) which  was significant ay p<0.05 
 
In control group post test knowledge score is low, mean 12.5, standard deviation 
3.56, mean percentage 35.71, and the mean difference was 45.86, range 14, mean 
difference 45.86, ‘t’ value t=16.45 (p<0.05) was significant. 
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Finding 4: Data on association between post test knowledge score with selected 
background factors among elderly in experimental group. 
There was no significant association between the level of knowledge and selected 
demographic factors among elderly in experimental group. Structured teaching 
programme was independently effective in improving the knowledge. regerding 
dementia among elderly 
 
DISCUSSION 
      The results of the study were discussed according to the objectives of the study. 
 
Objectives 1: To assess the pretest and post test level of knowledge regarding 
dementia among elderly in experimental group and control group. 
The obtained overall post test mean 36.33, standard deviation 2.96, and the mean 
percentage 81.57, range 17-30. Pre test mean 24.47, standard deviations (SD) 8.96; 
and24.47mean percentage mean difference36.57, ‘ t’ value 16.43(p<0.05) was 
significant. 
 
It was inferred that post test knowledge score was increased after the structured 
teaching programme in experimental group. 
 
Boscardin WJ et al (2009) conducted a pre experimental research study of one 
group pre and post test was undertaken to evaluate the effectiveness of  structured 
teaching programme  module on care of dementia patients developed for B.Sc nursing 
students in Mangalore. Purposive sampling technique was used to select the samples; 
data was collected through a structured closed ended questionnaire. Pre test result 
revealed that 96% of students had average knowledge and 4% of students had poor 
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knowledge on care of dementia patients. Post test result revealed that 72% of students 
have good knowledge and 28% very good knowledge .Findings of the study revealed 
that there was highly significant increase in the knowledge of nursing students  regarding 
the care of dementia patients. 
 
Objectives 2: To evaluate the effectiveness of structured teaching programme on 
the level of knowledge regarding dementia among elderly in experimental group. 
The obtained over all experimental group post test knowledge score is high, mean 
36.33; standard deviation 2.96, mean percentage was 81.57, range 17-30. In control 
group post test knowledge score is low, mean 12.5, standard deviation 3.56, mean 
percentage 35.71, and the mean difference was 45.86, range 14, mean difference 45.86, 
‘t’ value t=16.45 (p<0.05) was significant. 
 
It was inferred that post test knowledge score in experimental group significantly 
high compare to post test knowledge score in control group. So the structured teaching 
programme was effective among experimental group of elderly. 
 
Soteriades ES et al (2013) conducted a study was on a home environmental 
intervention effect on efficacy and upset in caregivers and on daily function of persons 
with dementia. A randomized, controlled trial approach was used. Families  (N = 171) of 
dementia patients were randomized to intervention. Results showed intervention 
caregivers reported fewer declines in patients' Instrumental Activities of Daily Living 
(IADL) (p = .030) and less decline in self-care and fewer behaviour problems. Also, 
intervention spouses reported reduced upset (p = .049), women reported enhanced self-
efficacy in managing behaviours (p = .038), and women (p = .049) and minorities (p = 
.037) reported enhanced self-efficacy in managing functional dependency. Researcher 
concluded that the environmental program appears to have a modest effect on dementia 
patients' IADL dependence. Also, among certain subgroups of caregivers the program 
improves self-efficacy and reduces upset in specific areas of care giving. 
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Objective: 3 To find the association between the post test level of knowledge on 
dementia and the selected demographic variables among elderly in experimental 
group. 
It was inferred that there was no significant association between the post test 
level of knowledge and selected background factors such as age, gender, religion, marital 
status, educational status, occupation, number of children, type of family, family income, 
hobbies and previous source of information among elderly in experimental group. 
 
IMPLICATION 
The findings of the study have the following implications in nursing. 
 
Implications for nursing practice 
v Structured teaching programme helps to improve the clinical staff’s knowledge 
level on dementia. 
v Structured teaching method can be used as a one method of teaching in clinical 
nursing. 
v Structured teaching method can be used in various old age home and community, 
psychiatric ward to give health education to the elders and care givers of the 
elders. 
v Structured teaching method can be used in illiterate elders also. It helps to easy 
understanding the topics; it can use in mass group and community. 
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Implication for nursing education: 
v The nurse educators have the responsibility to update the knowledge, attitude 
and practice of nursing students on knowledge and awareness about dementia.  
v The finding of the study can serve as guidelines for the nurse educators for 
planning and conducting educational programme for student nurses regarding 
dementia.  
v The nursing students should be made aware about their role in health promotion 
and disease prevention.  
v The students should be motivated to make up innovational approaches to 
provide health education in different setting. 
 
Implication for nursing administration 
It helps the nursing administer to manage with mass group, how can conduct 
awareness programme to community and public. It help the nurse to learn how they can 
manage the problem if arise, organize the programme. It gives more aware about 
programme planning and planning for budget. 
 
Implication for nursing research 
It helps the student nurses to give idea to do research in effectiveness of various 
method of awareness regarding dementia. It gives idea to do research on dementia. 
 
LIMITATIONS 
• Structured teaching procedure was time consuming. 
• Sample size was less to make any generalization. 
• Limited to only elders. 
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PERSONAL EXPERIENCE 
v The investigator has gained lot of new information and experience in many ways 
starting from the searching of research problem till the submission of the report. 
v Apart from the struggle and tension, doing research was quite interesting and 
helpful. 
v Investigator got unlimited literature review 
 
RECOMMENDATIONS 
v A similar study can be conducted in a large group of elders in community. 
v The study can be replicated in different setting to strengthen the finding. 
 
CONCLUSION 
The following conclusions were drawn from the findings of the study. Structured 
teaching method is an effective method of giving information to people. This method 
helps to easy understanding and makes more awareness about dementia among elderly 
and caregivers; it helps to prevent development of dementia. 
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APPENDIX-1 
LETTER SEEKING PERMISSION TO CONDUCT MAIN 
STUDY 
To, 
       Mrs. Mallika sundramoorthi, 
       Panchayat officer, 
       Palayakottai, 
       Nathakadaiyur(Via), 
       Kangayam(Tk), 
       Thirupur(Dt). 
 
Respected Madam/ Sir, 
        Greetings from Shivparvathi Mandradiar Institute of Health Science, Tirupur. 
        Sub: Requisition to avail the permission to conduct Project – Regarding. 
       This is to certify that 3011231852 is a bonafied student of our college studying 
M.Sc. Nursing II- Year in the academic year of 2013- 14. As part of the M.Sc Nursing 
curriculum prescribed by the Tamilnadu Dr. M.G.R.Medical University, Chennai, he 
needs to conduct a project and he is willing to do at your esteemed institution. So, 
kindly do the needful and grant her permission to conduct the study. 
       The details of the project will be briefed to you by him in person. 
                                        Thanking you 
                                                                                        Yours sincerely,                                                                                            
 
  (Principal) 
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APPENDIX - 2 
LETTER REQUESTING SUGGESTION FOR 
ESTABLISHING CONTENT VALIDITY 
From,  
           301231852, 
           II Year M.Sc (N), 
           Shiv Parvathi Mandradiar Institute of Health Sciences,  
            Palayakottai, Tirupur.          
To, 
          ____________________, 
 _____________________, 
 _____________________. 
        
THROUGH, 
The Principal, 
Shiv Parvathi Mandradiar Institute   of Health Sciences, 
Palayakottai, Tirupur. 
 
Respected Sir/Madam, 
            Subject: Letter requesting opinion and suggestions from experts for 
establishing content validity of tool...Regarding 
            I am II Year M.Sc Nursing student in Shivparvathi Mandradiar Institute of 
Health Sciences. As a partial fulfillment of Masters Degree in Nursing, I have 
selected the topic mentioned below for the research project to be submitted to “The 
Tamil Nadu Dr. M.G.R. Medical University Chennai”. Topic: “A quasi 
experimental study to assess the effectiveness of structured teaching program on 
the level of knowledge regarding dementia among elderly in a selected village at 
Tirupur(Dt)”. 
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              I kindly request you to validate the following enclosure and give your expert 
opinion and suggestions for necessary modifications of the tool. 
Thanking you in Anticipation 
Place:                                                                                     Yours sincerely, 
Date:                                                                                                                  
                                                                                                      (30111273) 
 
Enclosed here with: 1.Proposal,                 
                                  2. Tool                             
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APPENDIX - 3 
CONTENT VALIDITY CERTIFICATE 
 I hereby certify that I have validated the tool of 301231852 M.Sc Nursing 
student is undertaking “A quasi experimental study to assess the effectiveness of 
structured teaching program on the level of knowledge regarding dementia among 
elderly in a selected village at Tirupur(Dt)”. 
             
 
Signature of the Expert : 
 
Name    : 
 
Designation   : 
 
Date    : 
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APPENDIX – 4 
LIST OF EXPERTS 
1. Dr. Muniraju,MBBS, DPM, 
Psychiatrist, Government Head Quarters Hospital 
Erode. 
 
2. Mr. T. Jaya Kumar M.Sc(N),  
Associate Professor, 
Vivekandha College of Nursing, 
Tiruchancode. 
 
3. Mrs. Deepa.K  M.Sc (N)    
Reader, 
Dr. Mahalingam College of Nursing, 
Erode. 
 
4. Mrs. Manjula Devi. S M.Sc(N), 
Reader, 
Nanda College of Nursing, 
Erode. 
 
5. Ms. Jothimani. M.Sc(N), 
Lecturer, 
SPMIHS, 
Palayakottai. 
 
6. Mrs. Prathiba M.Sc, M.Phil, 
Clinical Psychologist 
Erode. 
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APPENDIX – 5 
INFORMED CONSENT FORM 
 I understand that I am being asked to participate in a research study conducted 
by 301231852, M.Sc(N) student of Shivparvathi Mandradiar Institute of Health 
Sciences. This research study will evaluate the “To assess the effectiveness of 
structured teaching program on the level of knowledge regarding dementia among 
elderly in a selected village at Tirupur(Dt)”. 
             If I agree to participate in the study, I will be interviewed. The interview may 
be recorded and will take place in privacy. No identifying information will be 
included when the interview is transcribed. I understand that there are no risks 
associated with this study. 
           I realize that the knowledge gained from this study may help either me or other 
people in the future. I realize that my participation in this study is entirely voluntary, 
and I may withdraw from the study at any time I wish. If I decide to discontinue my 
participation in this study, I will continue to be treated in the usual and customary 
fashion. 
            I understand that all study data will be kept confidential. However, this 
information may be used in nursing publication or presentations. If I need to, I can 
contact 301231852  M.Sc (N) student of Shivparvathi Mandradiar college of Nursing, 
Palayakottai, Tirupur any time during the study (Ph.no: 8122603290). 
    The study has been explained to me. I have read and understood this consent 
form, my entire question has been answered, and I agree to participate. I understand 
that I will be given a copy of this signed consent form. 
Signature of the participant:                                                 Date: 
 
Signature of the investigator:                                                Date: 
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APPENDIX -6 
STRUCTERED TEACHING PROGRAMME ON 
DEMENTIA 
INTRODUCTION 
Dementia is a broad category of brain diseases that cause long term loss of the 
ability to think and reason clearly that is severe enough to affect a person's daily 
functioning. For the diagnosis to be present it must be a change from how the person 
was previously. 
The most common form of dementia is Alzheimer's disease (75%). Other 
forms include Lewy body dementia, vascular dementia, frontotemporal dementia, 
progressive supranuclear palsy, corticobasal degeneration, normal pressure 
hydrocephalus and Creutzfeldt–Jakob disease.  Except for a few treatable types in 
most cases there is no cure.          
DEFINITION 
Dementia is an acquired global impairment of intellect, memory and 
personality but without impairment of consciousness. 
EPIDIMIOLOGY 
Disability-adjusted life year for Alzheimer and other dementias per 
100,000 inhabitants in 2002. Dementia becomes more common with age. While only 
3% of people between the ages of 65–74 have dementia, 47% of people over the age 
of 85 have some form of dementia. As more people are living longer, dementia is 
becoming more common. 
The number of cases of dementia worldwide in 2010 was estimated at 35.6 
million. Rates increase significantly with age, with dementia affecting 5% of the 
population older than 65 and 20–40% of those older than 85. Around two thirds of 
individuals with dementia live in low and middle income countries, where the 
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sharpest increases in numbers are predicted. Rates are slightly higher in women than 
men at ages 65 and greater.  
CAUSES OF DEMENTIA 
Dementia has many different causes, some of which are difficult to tell apart. 
Many medical conditions can cause dementia symptoms, especially in older people. 
The causes of dementia include various diseases such as 
·  infections 
·  strokes 
·  head injuries 
·  drugs, and  
·  Nutritional deficiencies.  
All dementias reflect dysfunction in the cerebral cortex, the part of the brain 
that controls perception, memory, thoughts, language, and consciousness.                                                                                
Aging of dementia             
          Almost 40 % of people over the age of 65 experience some form of memory 
loss. Age-associated memory impairment and dementia can be told apart in a number 
of ways. In general, a memory problem may become a concern if it begins to affect 
day-to-day living. Older adults do not go on to develop Alzheimer’s disease or other 
dementia. 
TYPES OF DEMENTIA 
1. ALZHEIMER’S DISEASE  
This is the most common cause of dementia. During the course of the disease, 
the chemistry and structure of the brain changes, leading to the death of brain cells. 
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2. VASCULAR DEMENTIA 
If the oxygen supply to the brain fails, brain cells may die. The symptoms of 
vascular dementia can occur either suddenly, following a stroke, or over time, through 
a series of small strokes. 
3. DEMENTIA WITH LEWY BODIES 
 This form of dementia gets its name from tiny spherical structures that develop 
inside nerve cells. Their presence in the brain leads to the degeneration of brain tissue. 
4. FRONTO-TEMPORAL DEMENTIA 
 In fronto-temporal dementia, damage is usually focused in the front part of the 
brain. Personality and behavior are initially more affected than memory. 
5. KORSAKOFF’S SYNDROME 
 Korsakoff's syndrome is a brain disorder that is usually associated with heavy 
drinking over a long period. Although it is not strictly speaking a dementia, people 
with the condition experience loss of short term memory. 
 
SIGNS AND SYMPTOMS 
The signs used to compile this list are published by the American Academy of 
Family Physicians (AAFP) in the journal American Family Physician: 
Ø Recent memory loss - a sign of this might be asking the same question 
repeatedly, forgetting about already asking it.  
Ø Difficulty completing familiar tasks - for example, making a drink or cooking a 
meal, but forgetting and leaving it.  
Ø Problems communicating - difficulty with language by forgetting simple words 
or using the wrong ones.  
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Ø Disorientation - with time and place, getting lost on a previously familiar street 
close to home, for example, and forgetting how they got there or would get home 
again.  
Ø Poor judgment - Even a well person might get distracted and forget to watch a 
child for a little while. People with dementia, however, might forget all about the 
child and just leave the house for the day.  
Ø Misplacing things - including putting them in the wrong places and forgetting 
about doing this.  
Ø Mood changes - unlike those we all have, swinging quickly through a set of 
moods. 
Ø Personality changes - becoming irritable, suspicious or fearful, for example. Loss 
of initiative - showing less interest in starting something or going somewhere.  
Disinhibition and impulsivity. 
Ø Depression or anxiety 
Ø Agitation 
Ø Balance problems 
Ø Tremor 
Ø Speech and language difficulty 
Ø Trouble eating or swallowing 
Ø Delusions (often believing people are stealing from them)  
Ø Hallucinations 
Ø Wandering or restlessness 
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DIAGNOSIS 
1. ASSESSING MENTAL ABILITIES TO DIAGNOSE DEMENTIA 
                 Questionnaires are often used to help test the mental abilities of the person 
with symptoms of dementia, and how severe they are. One widely used test is the 
mini mental state examination (MMSE). The MMSE assesses a number of different 
mental abilities, including: 
· short- and long-term memory  
· attention span  
· concentration  
· language and communication skills  
· ability to plan  
· ability to understand instructions   
2. BLOOD TESTS FOR DEMENTIA 
                A person with suspected dementia may have blood tests to check their 
overall level of health and to rule out other conditions that may be responsible for 
their symptoms, such as thyroid hormones and vitamin B12 levels. 
3. DEMENTIA BRAIN SCANS 
               Several types of brain scan can be used to help diagnose dementia: 
A. Computerized tomography (CT) scan 
A computerized tomography (CT) scan can be used to check for signs of 
stroke or a brain tumor.  
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B. Magnetic resonance imaging (MRI) scan 
An MRI scan can provide detailed information about the blood vessel damage 
that occurs in vascular dementia, plus any shrinking of the brain (atrophy). In 
Alzheimer's disease, the whole brain is susceptible to shrinking, whereas in 
frontotemporal dementia the frontal and temporal lobes are mainly affected by 
shrinking. 
OTHER SCANS AND PROCEDURES 
                Other types of scan, such as a 
Ø Single photon-emission computed tomography (SPECT) scan.  
Ø  Positron emission tomography (PET) scan. 
Ø  In some cases, an electroencephalogram (EEG) may be taken to record the 
brain's electrical signals (brain activity). 
Ø  A lumbar puncture may also be used to check the protein levels in the brain. 
This procedure involves taking a sample of spinal fluid from the lower back 
for testing. 
MANAGEMENT 
           Educating and providing emotional support to the caregiver is of importance as 
well. Exercise programs are beneficial with respect to activities of daily living and 
potentially improve dementia.  
Psychological therapies 
             Psychological therapies which are considered as a treatment for dementia 
include  
Ø music therapy  ;    Music Therapy is an established health profession in which 
music is used within a therapeutic relationship to address physical, emotional, 
cognitive, and social needs of individuals. After assessing the strengths and 
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needs of each client, the qualified music therapist provides the indicated 
treatment including creating, singing, moving to, and/or listening to music 
(eg). A person with Alzheimer’s listening to an iPod with headphones of 
his/her favorite songs 
Ø  reminiscence therapy  ;    A psychotherapeutic technique in which self-
esteem and personal satisfaction are restored, particularly in older persons, by 
encouraging patients to review past experiences of a pleasant nature 
Ø  cognitive reframing   ;   The process of replacing maladaptive thought 
patterns with constructive thoughts and beliefs 
Ø  Mental exercise. 
· Read as much as you can 
·  Increase your vocabulary 
· Write something 
· Learn a new Language        
· Post-problem solve 
· Turn off the television 
· Talk with people. 
· Switch your dominant hand.  
Medications 
              Currently, no medications have been shown to prevent or cure dementia. 
Medications maybe used to treat the behavioral and cognitive symptoms and have no 
effect on the underlying pathophysiology.  
§ Acetylcholinesterase inhibitors, such as donepezil, may be useful for 
Alzheimer disease and dementia in Parkinson's, DLB, or vascular 
dementia.  
§  Antipsychotic drugs should be used to treat dementia only if non-drug 
therapies have failed to be effective and the person's actions threaten 
themselves or others. Aggressive behavior changes are sometimes the 
result of other solvable problems that could make treatment with 
antipsychotics unnecessary. 
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§  N-methyl-D-aspartate (NMDA) receptor blockers such as memantine 
may be of benefit but the evidence is less conclusive than for AChEIs. 
Due to their differing mechanisms of action memantine and 
acetylcholinesterase inhibitors can be used in combination however the 
benefit is slight. 
 
§ Antidepressant drugs: Depression is frequently associated with 
dementia and generally worsens the degree of cognitive and behavioral 
impairment. Antidepressants effectively treat the cognitive and 
behavioral symptoms of depression in patients with Alzheimer's disease, 
but evidence for their use in other forms of dementia is weak.  
REGULAR EXERCISE 
The benefits of regular exercise, is essential  in treating  Alzheimer’s and dementia: 
· Reduces stress  
· Boosts mood  
· Improves memory  
· Increases energy 
HEALTHY DIET 
         Eat to protect glial cells. It may help remove debris and toxins from the brain 
that can contribute to Alzheimer’s disease. Consuming foods such as ginger, green 
tea, fatty fish, soy products, blueberries, and other dark berries may protect these 
important cells from damage. 
QUALITY SLEEP 
              The vast majority of elders need at least 8 hours of sleep per night. Any less, 
and productivity and creativity suffers. 
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         Tips to help you combat insomnia and catch up on dementia, 
· Establish a regular sleep schedule.  
· Be smart about napping.  
· Set the mood.  
· Create a relaxing bedtime ritual.  
· Quiet your inner chatter.  
STRESS MANAGEMENT 
              Stress that is chronic or severe takes a heavy toll on the brain, leading to 
shrinkage in a key memory area of the brain known as the hippocampus, hampering 
nerve cell growth, and increasing your risk of Alzheimer’s disease and dementia. Yet 
simple daily tools can minimize its harmful effects. 
· Take deep Breathe 
· Schedule daily relaxation activities.  
· Nourish inner peace.  
AN ACTIVE SOCIAL LIFE 
· Volunteer  
· Join a club or social group  
· Visit your local community center or senior center  
· Take group classes (such as at the gym or a community college)  
· Reach out over the phone or email  
· Get to know your neighbors  
Make a weekly date with friends 
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ALTERNATIVE MEDICINE 
Other therapies that have been studied for effectiveness include aromatherapy 
with slight evidence, massage with unclear evidence 
Aromatherapy is the therapeutic use of plant-derived, aromatic essential oils to 
promote physical and psychological well-being. It is sometimes used in combination 
with massage and other therapeutic techniques as part of a holistic treatment 
approach.                         
PREVENTION  
1.  Eat more fruits and vegetables 
2.  Reach for berries 
Berries contain high levels of biologically active components, including a 
class of compounds called anthocyanosides, which fight memory impairment 
associated with free radicals and beta-amyloid plaques in the brain. Eat berries each 
day for maximum benefit                                                                                                          
3. Take folic acid supplements 
If you don't take a supplement, eat foods high in folate. High levels of 
homocysteine may be associated with poor cognitive function. Some findings indicate 
that reducing homocysteine with folic acid may increase cognitive function 
4. Sip smarter 
Drink a glass of red wine or purple grape juice with your evening meal. 
Components in grape skins protect brain cells from the toxic effect of oxidative stress 
and beta amyloid.  
5. Go Mediterranean 
· Two studies that used dietary questionnaires to assess and quantify adherence 
to the diet in different populations found that patients who were most adherent 
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to the Mediterranean style diet( Plant-based meals, with just small amounts of 
meat and chicken, when they are used More servings of grains, fresh fruits and 
vegetables, nuts, and legumes  Plenty of fish and other seafood rather than red 
meat,Olive oil,Plenty of fish and other seafood rather than red meat) had a 
lower ihcidence of Alzheimer`s compared with those who did not follow this 
diet. 
6. Control your blood pressure  
Hypertension appears to be associated with an increased risk of both vascular 
dementia and Alzheimer’s disease.  
7. Have strong social support 
Findings indicate that an active social life and strong network of friends may 
help prevent Alzheimer’s in later life. 
 
*************************************** 
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APPENDIX – 7 
                                    SOCIO DEMOGRAPHIC DATA 
INSTRUCTIONS 
The researcher will ask Questions listed in the schedule using one to one 
technique. Kindly give the information regarding the following questionnaire. Please 
answer the questions by marking (√) to the option you feel relevant in the serial no 
1) Age  in years  
a. 60 – 63years                                                                                       
b. 64- 66 years                                                                                        
c. Above 66 years    
                                                                                
2) Gender 
a. Male          
b. Female 
c. Transgender       
        
3) Religion 
a. Hindu          
b. Muslims          
c. Christian 
d. others  
 
4) Marital status 
a. Single 
b. Married 
c. Widower 
d. Divorce  
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5) Educational status 
a. Illiterate                                                                                               
b. Primary education        
c. High school education       
d. Degree and above  
       
6) Occupation 
a. Government employee        
b. Business man         
c. Private employee         
d. Cooley 
e. Retired/unemployed 
 
7) Number of children 
a. No children 
b. One child 
c. Two children 
d. More than 2 children 
 
8) Type of family 
a) Nuclear family                                                                                                       
b) Joint family         
c) Extended family       
 
9) Family Income 
a. < Rs-5000/-                                                                                          
b. Rs.5001- 10000                                                                                     
c. Above Rs 10000 
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10)   Hobbies 
a. Reading books and news paper 
b. Watching TV 
c. Chatting with friends 
d. None       
                                     
11).   A. Previous sources of information regarding Dementia  
a. Yes   
b. No                         
.             B. if yes 
a. Friends   
b. Newspaper   
c. Mass media  
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SECTION- II 
STRUCTURED QUESTIONNIARE FOR ASSESSING 
THE KNOWLEDGE REGARDING DEMENTIA AMONG 
ELDERY 
INSTRUCTIONS 
The structured questionnaire contains 25 questions. Read each statement 
carefully and give your appropriate response by a tick mark to all the statement. 
1. Dementia is 
a. Impairment of memory 
b. Impairment of intellect and memory 
c. Impairment of physical activity 
 
2. Which type of memory loss occurs in dementia? 
a. Remote memory loss 
b. Immediate memory loss 
c. Recent memory loss 
 
3. In dementia the person is disoriented to 
a. Time and place  
b. Person and object 
c. Colors  and animals 
 
4. Which one of the following is an indicator of dementia? 
a. Anorexia 
b. Drowsiness 
c. Mood swings 
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5.  Which of the following age groups is most affected by in dementia? 
a. Above 60years 
b. 40 to 60years 
c. 50 to 60years 
 
6.  In which type of dementia, degeneration of brain tissue is seen  
a. Vascular dementia 
b. AIDS dementia 
c. Alzheimer’s dementia 
 
7. Which one of the following is a cause of dementia? 
a. Diabetes mellitus 
b. Nutritional deficiency 
c. Tuberculosis 
 
8.  Which clinical symptom is seen in later stage of dementia? 
a. Difficulty in word findings 
b. Confusion 
c. Loss of short and long term memory 
 
9. A sign of recent memory loss is 
a.    Asking the same question repeatedly 
b.    Difficulty with language 
c.   forgetting time and place 
 
10. Which one of following symptom identify by scan in dementia 
a. Stroke 
b. hemorrhage 
c. lesion 
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11. Which of the food item will improve the concentration in dementia? 
a. Meat 
b. Nuts 
c. Beans 
 
12. Which of these infectious disease induced dementia? 
a. Sepsis 
b. AIDS 
c. UTI 
 
13. Which type of support is needed in dementia person? 
a. Social support 
b. Emotional 
c. Biological 
 
14.  In dementia patient there is an inability to  
a. Express the  skill 
b. Express the feelings 
c. Learn new task 
 
15.  Which of the following is a late stage challenge for a person with 
Alzheimer’s disease? 
a. Production of meaningful words 
b. Social communication 
c. Incontinence of bowel and bladder 
 
16. In fronto temporal dementia a brain damage usually focused 
a. front part of the brain 
b. whole brain 
c. half part of the brain 
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17.  Korsakoff’s  syndrome is characterized by 
a. Hyperactivity 
b. Severe short term memory 
c. Loss of speech 
 
18. Which of the following is a warning sign of Alzheimer’s  dementia 
a. Forgetfulness 
b. Changes in personality 
c. Difficulty in performing unfamiliar task 
 
19. Which formal assessment is used in dementia? 
a. Physical assessment 
b. Mini mental assessment 
c. Functional linguistic assessment 
 
20. Which component of memory process is lacking in dementia? 
a. Encoding  
b. Retrieval  
c. Storage  
 
21.   Reminiscence therapy is defined as 
a. improve the self-esteem 
b. improve the relaxation 
c. encouraging the past experience 
 
22.  Which type of nutrition lead to continue in dementia? 
a. Iron deficiency 
b. VitaminB12 deficiency 
c. Calcium deficiency 
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23. Which on of the following alternative medicine of dementia? 
a. Aromatherapy 
b. siddha 
c. homeopathy  
 
24.  Which one of the following factors induce dementia? 
a. hypertension 
b. Diabetes mellitus 
c. Tuberculosis 
 
    25.   How long the elder need to sleep at night 
            a. 8hours 
            b. 5hours 
            c. 9hours   
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ANSWER KEY 
Question No. Answer Question No. Answer 
1.  a 14.  c 
2.  a 15.  c 
3.  a 16.  a 
4.  c 17.  b 
5.  a 18.  a 
6.  a 19.  b 
7.  b 20.  a 
8.  c 21.  c 
9.  a 22.  b 
10.  a 23.  a 
11.  b 24.  a 
12.  b 25.  a 
13.  a   
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SCORING KEY 
SCORING INTERPRETATION 
· Maximum  score-25 
· Minimum score –0 
0    -13 0  -50% In adequate  knowledge 
13 -20 50 -  75  % Moderately adequate  knowledge 
21 -25 >  75% Adequate    knowledge 
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epidthw;wy; ghjpg;G tpsf;fk; gw;wpa gapw;rpKiw 
mwpKfk; 
 epidthw;wy; FiwT Neha; vd;gJ %is Neha;fspy; xUtif.  
Kdpjdpd; md;whl tho;f;ifapy; cs;s epfo;Tfs;.  rpe;jpf;Fk; jpwd; FiwT 
jhd; ,e;j Nehapd; mwpFwpfs;. ,e;j Neha;fspy; ghjpg;G mile;jth;fs; ,jw;F 
Kd;G cs;s epiyapy; ,Ue;J khWgl;L ,Ug;ghh;fs;. 
 nghJthf ,e;Neha; 75rjtPjk; kwjpNehapy; tUk;.  NkYk; ,e;j Neha; 
cUthFtjw;F ghh;fpd;rd; Neha;> %is ,uj;j Foha; rpijT> %isr;rij 
rpijT> gf;fthjk;> icwNghjyhk];  rpijT> %is tPf;fk;> fpnul;[;ngy;l; 
n[f;fg; Neha; Nghd;witfshy; tUk;. 
tiuaiw 
 epidthw;wy; FiwT NehahdJ rpe;jidjpwd;> epidthw;wy;> 
gof;ftof;fk; Mfpatw;wpy; FiwghL Vw;gLk;.  Mdhy; epidtpoj;jy; Vw;glhJ. 
tuyhW 
 nghJthf ,e;NehahdJ tajhdth;fSf;F tUfpwJ.  3rjtPjk; kf;fs; 
65-74 tajpw;Fl;gl;lth;fNs? 
47rjtPj kf;fs; 85 tajpw;F Nkw;gl;lth;fNs! 
2002 Mk; Mz;by; 100>000 Nehahspfs; kwjpNeha; kw;Wk; kw;w epidthw;wy; 
FiwT Neha;fshy;; ghjpf;fg;gL;s;sdh;. 
35.6kpy;ypad; kf;fs; epidthw;wy; FiwT Nehahy; cyfKOtJk; 
ghjpf;fg;gl;Ls;sdh;. 
Tajhdth;fSf;F ,e;Neha; mjpfkhf cs;sJ vd;gij ,f;fzf;fPLfs; 
fhl;Lk;. 
5rjtPj kf;fs; 65 tajpw;F Nkw;gl;lth;fNs. 
20-40rjtPj Nehahspfs; 85 tajpw;F cl;gl;lth;fs;. 
%d;wpy; gq;F Nehahspfs; nghUshjhu gpd;jq;fpa kw;Wk; tsUk; ehLfis 
rhh;e;jth;fNs! 
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ngz;fSf;Nf ,e;NehahdJ mjpfkhf tUfpwJ.   mjpYk; 65 tajpw;F Nky; 
cs;sth;fNs! 
fhuzq;fs; 
 epidthw;wy; FiwT Neha;f;F epiwa fhuzq;fs; cs;s kw;w 
Neha;fshYk; tuf;$Lk;. 
· gf;fthjk; 
· jiyf;fhak; 
· kUe;Jfs; 
· rj;JFiwT (itl;lkpd; gp12) 
· Neha; fpUkp jhf;fk; 
· midj;J tpjkhd epidthw;wy; FiwTfSk; %is Rw;wpAs;s 
ciuapd; nray;ghl;Lj;jpwd; FiwtNj MFk;.  MjhtJ 
· Qhgfk;> vz;zk;> jpwdp mwpjy;> nkhop> epidT Nghd;w 
nray;ghLfis Fiwg;gNj MFk;. 
taJ 
· 40rjtPj kf;fs; 65tajpw;F Nkw;gl;lth;fs;. 
· Epiwa topfspy; epidthw;wy; FiwT ntspg;gLk; md;whl 
tho;f;if nray;ghLfs; czTcz;Zjy;> gof;ftof;fk;> Ngr;R 
ciuahly;> Nghd;wtw;wpy; khw;wq;fs;> kwjpfSk; fhzg;gLk;. 
· ,e;Neha; ehSf;F ehs; mjpfhpj;J nfhz;NlapUf;Fk;. 
epidthw;wy; Fiwtpd; tifs; 
kwjp Neha; (Alzneimes disease) 
 kwjp Nehapy; epidthw;wy; FiwT mjpfkhf Vw;gLk;.  NkYk; 
%isapd; euk;G mikg;G Ntjpapay; khw;wq;fshy; %is rpijT Vw;gLk;.  
,JNt kpfg;nghpa fhuzkhFk;. 
,uj;j Foha; rpijT kwjp Neha; 
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 %is ,uj;j Foha; rpijT Vw;gLtjhy; %isf;F rhpahd ,uj;j 
Xl;lk; kw;Wk; gpuhz thA fpilf;ffhjjhy; euk;G nry;fs; ,of;f NehpLk;. 
,jdhy; kwjp Vw;gLk;. 
ghh;fpd;rd; Neha; 
 euk;G nry;fspd; cUt mikg;G kw;Wk; nytp gFjpfspd; rpijTfshy; 
Vw;gLk; kwjpNeha; ,jpy; ngUk;ghYk; kwjpNeha; Vw;gLk;. 
fpul;[;ngy;l; kwjp 
 ,J xUitfahd euk;G mikg;G FiwT.  Guj %yf;$Wfspy; 
jtWjyhf euk;G nry;fspy; Njq;Ftjhy; ,f;FiwghL Vw;gLk;. 
kuG Neha; 
 FNuhNkhNrhk; vz;zpf;if khw;wq;fshy; euk;G kw;Wk; %is tsh;r;rp 
Fiwghl;lhy; kwjp Neha; Vw;gLk;. 
%isr; rpijT 
 Kd; %is kw;Wk; eL%is rpijtpdhy; Qhgfj;ij fl;Lg;gLj;Jk; 
gFjpfs; nraypof;f NehpLk;. 
Nfhh;rfhg; Neha; 
 ePz;l fhy kJgof;fj;jpy; %isr; rpijT Vw;gl;L kwjp Neha; Vw;gLk;.  
itl;lkpd; gp Fiwtjdhy; Vw;gLfpwJ. 
Cwhd;bd;q;ld; Neha; 
 ,JTk; kugZ FiwghLfshy; Vw;gLk; Neha;.  ,jpy; %isapy; 
eLg;gFjpay; Kw;wpYkhf nraypg;G Vw;gLj;Jk;.  ,jdhy; kwjp Neha; kpf 
jPtpukhf tUk;. 
jiyf;fha kwjp Neha; 
 ,J midj;J tajpdh;fSf;F Vw;gLk; FiwghL> jiyf;fhak; 
Vw;gLtjhy; tUfpwJ. 
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czTf; Fiwg;gl;L kwjp Neha; 
 cztpy; itl;lkpd; gp rj;J Fiwtjhy; Njitahd Cl;lr;rj;J 
%isf;F fpilf;fhjjhy; kwjp FiwghL Vw;gLk;. 
mwpFwpfs; 
· jw;rka kwjp : njhlh;e;J xNu Nfs;tpiaNa Nfl;Lf; nfhz;Nl 
,Ug;gJ. (Kjypy; nrhd;d gjpy; kwe;J tpLtJ) 
· md;whl gof;f tof;f kwjp: rhjhuz NtiyghLfshy; rikj;jy;> 
czT cz;Zjy;> ePh; mUe;Jjy; Nghd;wtw;wpy; FiwghL Vw;gLk;. 
Ngr;rhw;wy; Fiwjy; 
o NgRtjpy; FiwghL mjhtJ ed;F njhpe;j gof;fkhd thh;j;ijfs; 
nrhy;fs; kwe;J NghFjy;. 
o ,lq;fs;> Neuk; gw;wpa tpopg;Gzh;T ,y;yhik> tof;fkhd 
,lq;fspd; ngah;fs;> nry;Yk; top Mfpait kwe;J NghFjy;. 
o jg;ghf Ghpe;Jnfhs;Sjy; rpwpa tprpaq;fisAk; kpfg;nghpjhfNth> 
jtwhfNth Ghpe;J nfhs;Sjy;. 
o khw;wp nghUl;fis itj;Jtpl;L NjLtJ. 
o Kdepiy mt;tg;NghJ khwpf;nfhz;Nl ,Uf;Fk; jpBnud;W 
Nfhgg;gLjy;> rphpj;jy; Nghd;wit. 
o Fzeyd;fs; khWtJ mjhtJ Mh;tk; Fiwjy;> gof;ftof;fq;fs; 
khWjy;> gag;gLjy;> rpwpa nray;fSf;F kpfg; nghpajhf 
ftiyg;gLjy;. 
o kdmOj;jk; ahUlDk; Ngrhky;> gofhky;> mikjpahfTk;> Nrhfkhf> 
Nrhh;thf> ,wg;G Fwpj;J NgRjy;. 
o Rhpepfh; rkhd rpe;jidfs; Fiwjy;. 
o eLf;fk;. 
o rhg;gpLjy;> Koq;Ftjpy; njhe;juT. 
o khw;wKbahj mtek;gpf;iffs;. 
o gjl;lk;. 
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fz;lwpjy; 
 tpdh tpil %yk; kpfTk; rpwg;ghf ,e;Nehia fz;lwpayhk;.  kpf 
gpugykhf gad;gLj;Jk; Kiw MFk;. 
· ePz;l FWfpa fhy epidthw;wy; 
· ftdr;rpjwy; 
· xUKidg;gLj;Jjy; 
· nkhopj;jpwd; 
· NgRk;jpwd; 
· Ghpe;J nfhs;Sk; jpwd; 
· Maj;jg;gLj;Jk; jpwd; 
,uj;j ghpNrhjid 
· nghJthf ekJ clypy; %is nray;jpwid ghjpf;Fk; 
Neha;fpUkpfs; fz;lwpayhk;. 
· %isf;F Njitahd itl;lkpd; gp rj;jpd; msT> ijuha;bd; 
msT fz;lwpayhk;. 
· Nehapd; fhuzj;ij nghWj;J ,uj;j ghpNrhjid nra;ayhk;. 
];Nfd; 
 %isr; rpijT kw;Wk; euk;G kz;ly FiwghLfs;> fl;b Nfd;rh; Nghd;w 
fhuzq;fshy; Vw;gLk; kwjpf;F rpb ];Nfd; nghpJk; cjTk;. 
vk;Mh;I ];Nfd; 
 ,e;j ];Nfd; MdJ %isapy; rijg;gFjpapy; ,uj;j Foha; RUq;Fjy;> 
ntbj;jy;> ,uj;jk; nfl;bNghjy; Mfpatw;iw fz;lwpayhk;. 
· ];ngf;l; ];Nfd; 
· Ngl; ];Nfd; 
· Nyfl;Nuh vd;nrgNyhfpuhgp (%is nray; jpwid fz;lwpjy;) 
· %isj;jz;Ltl jpuw ghpNrhjid (GujFiwghLfis fz;lwpjy;) 
· Neha; njhw;Wfis fz;lwpjy; 
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kUj;Jtrpfpr;ir 
 Kjypy; ,e;NehahspfSf;F kd MWjy;> ek;gpf;ifiaAk;> 
Gj;Jzh;r;rpia juNtz;Lk;. 
Cstpay; hPjpahd rpfpr;irfs;: 
,ir rpfpr;ir 
 ey;y ,irfis Nfl;f itg;gjdhy; mth;fspd; Fzey> gof;ftof;f> 
flTs;> kdjhYk;> clyhYk; vt;thW eykhf ,Uf;fpwhh;fshd vd mwpayhk; 
vt;tif ,ir Nfl;fpwhh;fs; %yk; jw;Nghija kdeyk; vt;thW ,Uf;fpwJ 
vd;gij mwpayhk;.  NkYk; ,ir Nfl;l gpwG mth;fs; vt;thW 
czh;fpwhh;fs; vd;gij mwpe;J ey;y gof;fq;fs; kw;Wk; Fzq;fis 
Cf;fg;gLj;jyhk;.  NkYk; gioa fhy tho;f;ifia Qhgfg;gLj;jyhk;. 
jd;dk;gpf;if Cl;ly; 
 ek;gpf;if> nfhs;iffis cUthf;f topnra;jy;> tajpdh; Qhgf 
kwjpAs;sth;fs; ngUk;ghYk; jd;dhy; ,dp vJTk; nra;a ,ayhJ.  ehk; 
gpwUf;F ghukhfp tpl;NlhNkh vd;w ek;gpf;ifapd;ikapy; Nrhh;thf ,Ug;gh;.  
Mjdhy; rpwpa nray;fis nra;a itj;jy;> Qhgf%l;ly; topfis nrhy;yp 
nfhLg;gjd; %yk; mth;fspd; nray;jpwid mjpfg;gLj;jyhk;. 
rpe;jidj;jpwid mjpfg;gLj;Jjy; 
· NgRk;NghJ kwe;jtw;iw kPz;Lk; Qhgfg;gLj;j Fwpg;G nrhy;fis 
$WtJ. 
· vz;zq;fis ntspg;gLj;j nra;tJ. 
· ftdr;rpjwy; ,y;yhky; xUKiwg;gLj;j  cjTtJ. 
· kpfvspa thh;j;ijfis cgNahfg;gLj;jp NgRtJ> Ngr nra;tJ. 
kd eyg;gapw;rp 
· gbf;f itj;jy;> mij tpthpj;J nrhy;y itj;jy;. 
· Nghpa nrhw;Nfhitia cr;rhpf;fitj;jy;> mjpfkhf gbf;f 
itj;jy;. 
· vijahtJ vOjr; nrhy;tJ mijg;gw;wp tptukhf Ngr itg;gJ. 
· Gjpa nkhopfis fw;wy;. 
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· gpw kdpjh;fsplk; Ngr itj;jy; kw;Wk; gioa epfo;Tfs;> 
kdpjh;fis gw;wp Ngritj;jy;. 
· gpur;ridfSf;F jPh;T fz;Lgpbf;f nrhy;Yjy;. 
kUe;J Kiwfs; 
 kwjpia Fzg;gLj;j kUe;Jfs; ,y;iy Mdhy; Fzey kw;Wk; 
rpe;jid FiwghLfis jPh;f;f kUe;Jfs; cs;sd. 
Mrpily;Nfhypd;];Nu]; jLg;G kUe;Jfs; 
 v.fh: Nlhdpgprpy; vDk;kUe;J nghJthf my;rPkpahP> gh;fpd;rd;> nytp 
kwjp> ,uj;j Foha; kwjp Neha;f;F nfhLf;fg;gLfpwJ. 
Kdeyf;FiwT jPh;f;Fk; kUe;Jfs; 
· Fzeyf;FiwghLfSf;F gad;gLj;jg;gLk; kUe;Jfs; 
nfhLf;fyhk;. 
· vd;nkj;jpy;-b m];ghh;Nll; jLg;Gfs;: v.fh: nkkd;bd; 
kdmOj;jj;ij Fiwf;Fk; kUe;Jfs; 
 kd mOj;jj;ij Fiwf;Fk; kUe;Jfs; gad;gLj;jyhk;. 
clw;gapw;rp 
 jpdKk; clw;gapw;rp nra;tjd; %yk; kdmOj;jk; FiwAk;.  kdij 
Gj;Jzh;r;rp nfhLj;jy; epidthw;wiy mjpfg;gLj;Jjy;> Mw;wiy mjpfhpj;jy;. 
rj;jhd czT tiffs; 
 ,Q;rp> gr;ir b> kPd;> fhiy czTfs;> fU jpuhl;ir> mlh;epw 
goq;fs; midj;Jk; %isapy; cs;s ,we;j nry;fis ePf;fp Gjpjhf 
nry;fis cUthf;Fk;. 
 itl;lkpd; gp epiwe;j czTfis cz;Zjy; euk;G nry;fSf;F 
Gj;Jzh;r;rp jUk;. 
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J}f;fg; gapw;rp 
· tajhdth;fs; rhpahf 8 kzpNeuk; J}q;f Ntz;Lk;. 
· md;whl ml;ltiz tFj;jy;. 
· jtwhky; J}q;f rhpahd Neuj;jpw;F tUk;. 
· kd mikjpia fhj;jy;. 
· J}q;f nry;Yk; Kd; kd mikjpg;gLj;Jjy;. 
kd mOj;jj;ij Fiwf;Fk; gapw;rp 
· %r;rpg;gapw;rp 
· ,ir Nfl;ly; 
· nrbfSf;F jz;zPh; gha;r;ry;. 
· ey;y glq;fis ghh;f;f itj;jy;. 
r%f tho;f;if 
· rKjha rq;fq;fspy; Nrh;jy;. 
· mUfpy; cs;s ,lq;fSf;F nry;Yjy;. 
· njhiyNgrp ,izajsq;fis cgNahfpj;jy;. 
· Epfo;;r;rpfspy; fye;J nfhs;Sjy;. 
· mUfpy; mf;fk; gf;fj;jpdhplk; goFjy;. 
· ez;gh;fis tutioj;jy;> ciuahLjy;> ntspNa nrd;W tUjy;. 
khw;Wrpfpr;ir Kiw: (Alternative Rx) 
 thridg;njugp: ey;y thridfis Efu itj;jy;> jhtuq;fs;> 
kyh;fs;> vz;nza; jputpaq;fis Efu itg;gjd; %yk; kdij mikjpg;gLj;j 
nra;ayhk;. 
jLg;G Kiwfs; 
 epiwa goq;fs; fha;fwpfis cz;Zjy;> nghJthf kQ;ry; kw;Wk; 
MuQ;R epw fha;fwp goq;fs;. 
 nghp goq;fs; me;NjhiraNdhirl; vDk; nghUshdJ Qhgf 
rf;jpia mjpfg;gLj; cjTk;.  ,J nrd;W %iseuk;G Kbr;R rhh;e;j 
Neha;fis jPh;f;f ty;yJ. 
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Nghypf; Mrpl; : itl;lkpd; gp 
 itl;lkpd; gp epiwe;j czTfs; NcwhNkhrp];ild; rhh;e;j 
rpe;jidjpwd; Fiwjiy jPh;f;f ty;yJ. 
 ,uT Neuq;fspy; czTld; rpwpJ jpuhl;ir gor;rhW mUe;JtJ 
ey;yJ.  %isapy; euk;G nry;fspy; Mgj;J tpiltpf;Fk; er;Rfis 
ntspNaw;Wk;. 
jpahdg;gapw;rp 
 fha;fwp> jhdpaq;fs;> goq;fs;> tpijfs;> jz;Lfs;> kPd;> fly; 
czTfs;> rpwpJ Ml;Lf;fwp> Nfhopf;fwp> Mypt; vz;nza; cz;Zjy; ey;yJ. 
 cah; ,uj;j mOj;jj;ij fl;Lghl;by; itj;jy; Nfhgj;ij 
Fiwj;jy;> ,uj;j mOj;jj;ij fl;Lg;gLj;Jk; kUe;J vLj;Jf; nfhs;Sjy;. 
 FLk;g cWg;gpdh;fs; jUk; md;Gk; mutizg;GNk kpfr; rpwe;j 
rpfpr;ir.! 
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gFjp-I 
 
ehd; cq;fsplk; Nfl;Fk; Nfs;tpfs; fPNo thpirg;gLj;jg;gl;Ls;sJ. 
jaT nra;J> ehd; cq;fsplk; Nfl;Fk; Nfs;tpfSf;F rhpahd gjpiy> rhpah 
(my;yJ) jtwh vd;w Kiwapy; gjpy; mspf;fTk;. 
 
1. taJ 
 m. 60 Kjy; 63 tUlk; tiu 
 M. 64 Kjy; 66 tUlk; tiu 
 ,. 66 tUlj;jpw;F Nky; 
 
 2. ghypdk; 
 m. Mz; 
 M. ngz; 
 ,. jpUeq;if 
 
3. kjk; 
 m. ,e;J 
 M. K];yPk; 
 ,. fpwp];Jth; 
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4. jpUkz epiy 
 m. jpUkzk; Mfhjth; 
 M. jpUkzk; Mdth; 
 ,. tpjit 
 <. tpthfuj;J Mdth; 
 
5. fy;tp jFjp 
 m. gbf;fhjth; 
 M. Kjy; epiy fy;tp kl;Lk; 
 ,. Nky;epiy fy;tp kl;Lk; 
 <. gl;l gbg;G kw;Wk; mjw;Fk; Nky; 
 
6. Ntiy 
 m. muR gzpahsh; 
 M. thzpfk; nra;gth; 
 ,. jdpahh; gzpahh; 
 <. $yp Ntiy nra;gth; 
 
  
xxxix 
 
7. vj;jid Foe;ijfs; 
 m. Foe;ijfs; vJTkpy;iy 
 M. xU Foe;ij kl;Lk; 
 ,. ,uz;L Foe;ijfs; 
 <. ,uz;L Foe;ijfSf;F Nky; 
 
8. FLk;g epiy 
 m. $l;L FLk;gk;  
 M. jdpahh; FLk;gk; 
 
9. FLk;g tUkhdk; 
 m. U.5>000 fPNo 
 M. &.5>000 Kjy; &10>000 &gha;f;Fs; 
 ,. &.10>000f;F Nky; 
 
10. nghOKNghf;F mk;rq;fs; 
 m. Gj;jfk; kw;Wk; nra;jpfs; thrpj;jy; 
 M. njhiyfhl;rp ghh;j;jy; 
 ,. ez;gh;fsplk; Ngrpf;nfhz;L ,Ue;jy; 
 <. vJTkpy;iy 
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11. A. ePq;fs; taJ Kjph;T epiyapy; rpe;jpf;Fk; jpwd; FiwT gw;wp 
mwpe;jpUf;fpwPh;fsh? cq;fs; gjpiy Mk; (m) ,y;iy vd;w Kiwapy; 
$wTk;. 
 m. Mk; 
 M. ,y;iy 
 
 B. Mk; vd;why;> fPNo cs;sitfspy; vtw;wpd; %yk; 
mwpe;Jnfhz;Bh;fs;? 
 m. ez;gh;fs; 
 M. nra;jpj;jhs; 
 ,. thndhyp> njhiyf;fhl;rp kw;Wk; ,izajsk; 
 <. Nkw;$wpa midj;jpd; %yk; 
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epidthw;wy; ghjpg;G 
gpd;tUk; tphpthd Nfs;tpfSf;F rhpahd gjpy;fis Fwpg;gpLf. 
1. rpe;jpf;Fk; jpwd; epidthw;wy; ghjpg;G  vd;why; vd;d? 
 m. epidtw;why; ghjpg;G 
 M. cly; nray;gLk; jpwd; ghjpg;G 
 ,. rpe;jpf;Fk;  jpwd; kw;Wk; epidthw;wy; ghjpg;G 
 
2. ve;j tif Qhgf kwjp ,e;Nehapdhy; Vw;gLk;? 
 m. ehs;gl;l Qhgf kwjp 
 M. jw;fhypf Qhgf kwjp 
 ,. cldb Qhgf  kwjp 
 
3. ,e;j NehAs;s egh; fPo;fz;l vtw;Ws; Fog;gk; milthh;? 
 m. ,lKk; fhyKk; 
 M. nghUSk; egUk; 
 ,. epwq;fSk; tpyq;FfSk; 
 
4. fPo;fz;ltw;Ws; ,e;j Nehapd; mwpFwp vJ? 
 m. grpapd;ik 
 M. gwf;Fk; kdepiyik 
 ,. J}f;fkhf ,Ue;jy; 
xlii 
 
 
5. fPo;fz;ltw;Ws; ve;j taJ tuk;gpdh; ,e;j Nehapdhy; ghjpf;fg;gLth;? 
 m. 60- tajpw;Fk; Nky; 
 M. 40 - 50 tiu 
 ,. 50 - 60 
 
6. ve;j tif epidT Mw;wy; ghjpg;gpy; %is jpRf;fspy; ghjpg;G Vw;gLk;? 
 m. ,uj;j ehsk; 
 M. va;l;]; 
 ,. my;[Pkh]; 
 
7. fPo;fz;ltw;Ws; ,e;Nehapd; %yf;fhuzk; vJ? 
 m. rh;f;fiu tpahjp 
 M. czT rj;J FiwghL 
 ,. fhr Neha; 
 
8. ,e;Nehapdhy; ghjpf;fg;gl;lth;f;F gpd;ehspy; Vw;gLk; mwpFwpfs; vJ? 
 m. thh;j;ij fz;Lgpbg;gpy; rpukk; 
 M. Fog;gk; 
 ,. FWfpa kw;Wk; ePz;l fhy Qhg kwjp 
xliii 
 
9. jw;fhypf Qhgf kwjpapd; mwpFwp vJ? 
 m. xNu Nfs;tpia jpUk;g jpUk;g Nfl;gJ 
 M. nkhop jLkhw;wk; 
 ,. ,lk; fhyk; kwg;gJ 
 
10. ,e;j Nehapdhy; cs;SWg;G glk; %yk; mwpag;gLk; mwpFwp vJ? 
 m. gf;fthjk; 
 M. ,uj;jfrpT %is 
 ,. fl;b %is 
 
11. fPo;fz;ltw;Ws; ve;j tif czTnghUs; ,t;tpahjpapd; jd;ikia 
mjpfg;gLj;Jk;? 
 m. ,iwr;rp 
 M. nfhl;il tifs; 
 ,. gl;lhzp 
 
12. fPo;fz;ltw;Ws; ve;j Neha; ,t;tpahjpia cz;Lgz;Zk;? 
 m. va;l;]; 
 M. ,Uja Neha; 
 ,. rpWePh; Neha; 
xliv 
 
13. ,e;Nehapdhy; ghjpf;fg;gl;lth;fSf;F vt;tifahd MjuT 
Njitg;gLfpwJ? 
 m. rKjha MjuT 
 M. kdey MjuT 
 ,. caphpay; rhh;e;j MjuT 
 
14. ,t;tif NehapdUf;F vt;tpjkhd ,ayhik ,Uf;Fk;? 
 m. Gjpad fw;wy; 
 M. czh;T ntspg;gLj;jy; 
 ,. jpwik ntspg;gLj;jy; 
 
15. my;[_kh;]; tpahjpapdUf;F gpw;fhyj;jpy; Vw;glf;$ba rthy; vJ? 
 m. mh;j;jKs;s thh;j;ijfis fz;Lgpbj;jy; 
 M. rKjhaj;jpy; gq;Nfw;wy; 
 ,. rpWePh; kw;Wk; kyk; fl;Lghbd;wp ,Uj;jy; 
 
16. gpuhz;Nlh nlk;NghNuh ,t;tifapy; %isg; ghjpg;G vg;gFjpia 
czh;j;Jk;? 
 m. Kd;gFjp 
 M. %is KOtJk; 
 ,. ghjp %isg;gFjp 
xlv 
 
17. Nrhh;rNfhg;‡ vd;why; vd;d? 
 m. msTfle;j nray; 
 M. jPtpu FWfpa  kwjp 
 ,. Ngr;rhw;wypd;ik 
 
18. my;[Pkh;]; Nehapdhy; Vw;gLk; mgha mwpFwp vd;d? 
 m. kwjp 
 M. Gjpad nra;tjpy; rpukk; 
 ,. ,ay;Gj; jd;ik khw;wk; 
 
19. ,t;tif NehapdUf;F vt;tifahd kjpg;gPL Nkw;nfhs;sg;gLfpwJ? 
 m. cly; nraw;ghL kjpg;gPL 
 M. kdey kjpg;gPL 
 ,. nkhopthhpahd kjpg;gPL 
 
20. ,e;j Nehapdhy; jhf;fg;gLth;fSf;F ve;j tifahd Qhgf Kiwapy; 
ghjpg;G Vw;gLfpwJ? 
 m. jfty; khw;wp mikj;jy; 
 M. jfty; kPz;Lk; ngWjy; 
 ,. jfty; ghJfhg;G 
xlvi 
 
21. epidT $h;jy; rpfpr;ir Kiw vd;gJ vJ? 
 m. jd;dk;gpf;ifia Cf;Ftpg;gJ 
 M. nghOJ Nghf;F nraiy Cf;Ftpg;gJ 
 ,. fle;j fhy mDgtq;fis epidT$h;tJ 
 
22. vt;tidahd  czTf; FiwghL ,e;Nehapdhy; njhlh;e;J fhzg;gLk;? 
 m. ,Uk;Gr;rj;J FiwghL 
 M. itl;lkpd; B12 FiwghL 
 ,. fhy;rpak; rj;J FiwghL 
 
23. fPo;fz;ltw;Ws; ,e;Neha;f;fhd khw;W kUe;Jtk; vJ? 
 m. ,aw;if vz;nza; gad;gLj;Jk; Kiw 
 M. %ypif kUj;Jtk; 
 ,. ,dKiw kUj;Jtk; 
 
24. fPo;f;fz;ltw;Ws; vJ ,e;Nehapid Cf;Ftpf;Fk;? 
 m. ,uj;j mOj;jk; 
 M. rh;f;fiu tpahjp 
 ,. fhrNeha; 
 
xlvii 
 
25. tajhdth;fs; vt;tsT Neuk; ,utpy; J}q;fNtz;Lk;? 
 m. 8 kzp Neuk; 
 M. 5 kzp Neuk; 
 ,. 9 kzp Neuk; 
tpilfs; Fwpg;G 
Nfs;tp vz; tpil Nfs;tp vz; tpil 
1.  a 14.  c 
2.  a 15.  c 
3.  a 16.  a 
4.  c 17.  b 
5.  a 18.  a 
6.  a 19.  b 
7.  b 20.  a 
8.  c 21.  c 
9.  a 22.  b 
10.  a 23.  a 
11.  b 24.  a 
12.  b 25.  a 
13.  a   
 
